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NATURAL oestrogens have been used extensively and successfully 
in the treatment of a variety of conditions such as menopausal 
flushes, vaginitis, leucoplakia vulvae and amenorrhoea, as well 
as for the inhibition of lactation. Any synthetic oestrogen would 
have to prove its value for similar purposes. Further, it would 
need to be of low toxicity and, to have any marked advantages 
over the natural oestrogens, it should be potent when given by 
the mouth in small doses and be reasonably cheap. Such a 
substance would be of the greatest value in clinical gynaecology. 

Dodds et alia‘ (1938) described an active synthetic substance 
diethyl-stilboestrol with which they were able to produce the 
characteristic phenomena of oestrus in laboratory animals. A 
supply of diethyl-stilboestrol was made available for clinical 
research, and this short note deals with our experiences with the 
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drug, which will be referred to by the convenient abbreviation 
of ‘‘stilboestrol’’. It was supplied to us in 1-milligram tablets 
and ampoules containing I and 5 milligrams dissolved in sesame 
oil. All the patients in this series, with the exception of 2 
suffering from amenorrhoea, had not received any other endo- 
crine treatment before stilboestrol therapy was commenced. We 
felt that to use the drug on patients previously treated, say with 
oestradiol benzoate, might lead to confusion and possibly to 
erroneous results. This will explain the small number of cases 
in some groups, as the drug has only been available some 
few months. 


Menopausal Syndrome. 


Six patients suffering from severe menopausal flushings were 
treated. In 2 the menopause had occurred naturally and in 4 was 
artificial. Of these latter 2 were young women of 36 and 34 who 
had received deep X-radiation, and 2, intra-uterine radium for 
metropathia haemorrhagica. In all 6 patients, flushings were con- 
trolled by stilboestrol in varying dosage. The following are 2 
typical cases. 


Case 1. Mrs. P. (number 17423), 40 years of age. Radium for 
metropathia haemorrhagica. Before the commencement of therapy the 
patient was having 4 hot flushes an hour and was greatly upset. She 
was given 1 milligram of stilboestrol a day by the mouth for 14 days, 
and at the end of that time the number of flushes had been reduced to 
1 every hour. For the next week she received 2 milligrams a day by 
the mouth, and at the end of the week her hot flushes had ceased. An 
attempt to reduce the dose again was followed by their reappearance, 
but flushes could be controlled on 9g milligrams a week by the mouth. 


CasE 2. Miss W. (number 20410), 34 years of age. This patient had 
a diffuse pelvic endometriosis with a marked involvement of the recto- 
vaginal septum. A conservative operation failed to relieve her symptoms 
of abdominal pain and an artificial menopause was induced by deep 
X-rays. Within 2 months this patient began to be severely troubled 
with flushings, occurring 2 to 3 times an hour. Her abdominal pains had 
ceased. Although the possible reactions were considered, it was decided 
to try therapy with stilboestrol. Three milligrams a day were given for 
10 days, and at the end of that time the flushes had entirely disappeared, 
but abdominal pain had recurred and the rectovaginal septum was 
acutely tender. Uterine bleeding occurred 4 days after the drug was 
discontinued. 


The symptoms of the other 4 patients were controlled by stil- 
boestrol by mouth in a dosage of I to 3 milligrams daily. 
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Senile Vaginitts. 


Three patients suffering from senile vaginitis associated with 


kraurosis were treated. In 2 the treatment was controlled with 
vaginal biopsies as well as vaginal smears. In all, the condition 
rapidly responded to stilboestrol therapy. 


CasE 3. Mrs. B. (number 21013), 47 years of age. This patient had 
a severe vaginitis following the induction of an artificial menopause some 
months before. The vagina was inflamed and mottled and there was an 
early kraurosis around the introitus. After biopsy was taken she received 
6 injections of 1 milligram of stilboestrol over the period of a fortnight 
and then biopsy was repeated. At this time the vagina was healed and 
her symptoms had disappeared. Uterine bleeding occurred and lasted 
4 days, when stilboestrol therapy was stopped. The comparison of the 
first and second biopsies was striking, the thin, atrophic, inflamed skin 
had given place to a healthy vaginal mucosa. 


Case 4. Mrs. J.B. (number 436/39). This patient had a long-standing 
vaginitis following the ablation of both ovaries for chronic adnexal 
disease. A complete cure was effected with 18 milligrams of stilboestrol 
given by the mouth over a period of 10 days. The biopsies in this case 
also showed a striking histological improvement. 


Leucoplakia Vulvae. 


Two patients suffering from leucoplakia vulvae were treated. 


Case 5. Miss V.R. (number 21609), 69 years of age. Following a 
generous biopsy this patient received 40 milligrams of stilboestrol by 
injection over a period of 3 weeks. Within a week all her symptoms 
had disappeared and the vulva was showing a change from the 
characteristic white appearance and becoming redder and the skin more 
pliable. A biopsy was taken after 3 weeks therapy. This patient 
continued to take stilboestrol, 6 milligrams a day, by the mouth, and at 
the end of 2 weeks the whole vulva was of normal colour, soft, and moist. 


CasE 6. Mrs. R.L. (number 23629), 42 years of age. The patient had 
reached the menopause 3 years ago. After an initial biopsy she received 
40 milligrams of stilboestrol over a period of 12 days and then 
21 milligrams of the drug by the mouth for another week, when a further 
biopsy was taken. At this time the vulva was much softer and greatly 
improved. 


In both the initial biopsy was typical of leucoplakia—a zone of 
hyperkeratosis being followed by one of hyaline change and leuco- 
cytic infiltration. In Case 1 the biopsy at the end of 21 days (40 
milligrams) showed a loss of the zone of hyperkeratosis and in 
Case 2 a biopsy at the end of 32 days (61 milligrams) showed in 
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addition the loss of the hyalinized area. In both, the zone of leuco- 
cytic infiltration remained. 


Inhibition of Lactation. 


A series of puerperal women were treated in whom lactation 
was not desired, or who had had stillbirths. The following are 3 
typical cases. 


Case 7. Mrs. H. (number 24347). This patient was delivered at 
term of an anencephalic foetus. She received 5 milligrams of stilboestrol 
intramuscularly on 5 consecutive days. Further treatment was not given 
and a breast binder was not applied. A little engorgement was palpable 
only on the third day. 


Case 8. Mrs. G. (number 21914). This patient was delivered of a 
stillborn foetus at the thirty-sixth week. The breasts became much 
engorged. On the third day 3 milligrams of diethylstilboestrol were given 
by the mouth 3 times a day. The tenderness was cured within 24 hours 
and did not reappear. 


CasE 9. Mrs. D. (number 21908). The patient was delivered at term 
of a hydrocephalic child by craniotomy. She was given 3 milligrams of 
stilboestrol by the mouth 3 times a day. Some symptomless engorgement 
appeared on the third day, after which signs of secretion subsided. 


The following case of breast-secretion is of interest: 


CasE 10. Mrs. C. (number 2358), 2-para. This patient was a medical 
student. She complained of a fairly free secretion of the breasts with 
some pain. Examination of the breasts did not show any great 
abnormality, apart from a little fullness at the periphery. A premenstrual 
biopsy disclosed a secretory phase. The patient was treated with 
1 milligram of stilboestrol, given 3 time a day for 14 days from the first 
day of a cycle. There has not been any further breast-secretion since 
this course was completed. 


Secondary Amenorrhoea. 

Three patients suffering from secondary amenorrhoea were 
treated with stilboestrol. We were only concerned in the ability 
of the drug to affect the endometrium and to produce uterine bleed- 
ing, and we have no evidence that stilboestrol will cure a case of 
secondary amenorrhoea. Biopsies were carried out at the end of 
a course of treatment or within a few hours after the onset of 
bleeding. 

Case 11. Mrs. S. (number 5144), 22 years of age. This patient had 
suffered from secondary amenorrhoea of 9 months duration. Her basal 
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LEUCOPLAKIA VULVAE. LEUCOPLAKIA VULVAE. 


Case 6. Before treatment. The section of Case 5. After 40 milligrams of stilboestrol. 
case 5 was identical. (x 80o.) (x 89.) 


LEUCOPLAKIA VULVAE. AMENORRHOEA, 


Case 6. After 61 milligrams of stilboestrol. Case 12. Endometrium after 50 milligrams 
( x 80.) of stilboestrol. (x 8o.) 
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SENILE VAGINITIS. 


Case 3. Before treatment. (x 80.) 


Bie. 7. 
AMENORRHOEA. 


Case 11. Endometrium after 14 milligrams 
of oestradiol benzoate. Bleeding. (x 8o.) 


by injection. This section has been cut 
somewhat obliquely. (x 80.) 


of stilboestrol. Bleeding. (x 


Fic. 6. 
SENILE VAGINITIS. 


After 6 milligrams of stilboestrol 


Fic. 8. 


AMENORRHOEA, 


Endometrium after 63 milligrams 
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metabolic rate was +3 per cent. The sella turcica was normal. The 
blood-sugar tolerance, after 50 grammes of glucose, was 88, 99, 82, and 
102 milligrams per 100 cubic centimetres. This patient had normal 
genitalia and a uterine length of 2', inches. <A biopsy revealed scanty 
resting endometrium. She received 14 milligrams of oestradiol benzoate 
over a period of 4 weeks, and a biopsy at this time revealed a hyperplastic 
pre-ovulation endometrium. Bleeding occurred and lasted 10 days. 
Thirty-five milligrams of stilboestrol were then given over the ensuing 
14 days. A biopsy at this time failed to reveal any endometrium. A 
further 28 milligrams were given over the next 14 days. Bleeding started 
within 4 days and lasted 6 days, but a vigorous biopsy revealed only 
small scraps of endometrium in a folliculin phase with numerous mitoses. 
Thus 14 milligrams of intramuscular oestradiol benzoate given over a 
period of 4 weeks would appear to have produced a much greater 
endometrial growth than 63 milligrams of stilboestrol given by the mouth 
over the same period of time, although in both bleeding followed. 


CasE 12. Miss J.D. (number 21205), 21 years of age. This patient 
had had amenorrhoea for 9 months. Her basal metabolic rate was 
plus 2 per cent. The sella turcica was normal. The blood-sugar tolerance 
was 130, 142, 138, 136 milligrams per cent. Under anaesthesia the uterus 
was found to be 1% inches long and a sharp curette failed to remove any 
endometrium. Fifty milligrams of stilboestrol were given over a period 
of 21 days and a biopsy was taken. Bleeding ensued and lasted 8 days. 
The endometrium was found to be of relatively simple structure with a 
few mitotic figures. 


Case 13. Mrs. B. (number 20968), 25 years of age. This patient had 
had amenorrhoea for 14 months. Her basal metabolic rate was minus 
12 per cent. The sella turcica was normal. The blood-sugar tolerance 
was 30, 147, 44, and 31 milligrams per cent. Biopsy revealed a scanty 
endometrium and the uterine cavity was 2' inches long. Oe¢estradiol 
benzoate was given and uterine bleeding was produced on 2 occasions. 
When this therapy was stopped the endometrium became thin and 
atrophic. After 28 milligrams of stilboestrol had been given by the mouth 
over a period of 3 weeks, bleeding occurred and lasted 6 days. 
Unfortunately a menstrual biopsy was not obtained. 


‘“‘Withdrawal’’ bleeding was also produced in two post- 


menopausal cases. Although this type of bleeding has occurred it 
is to be clearly noted that the bleeding neither in duration nor in 
amount bears any close relation to the degree of endometrial 
hypertrophy. Withdrawal bleeding after oestradiol therapy is 
usually associated with a moderately hyperplastic endometrium 
but we have not been able to produce much endometrial hyper- 
trophy in any patient by stilboestrol therapy in the dosage we 
have employed. 
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Inertia, Therapeutic Abortion, Medical Induction of Labour. 
Oestrin sensitization therapy in uterine inertia has not yet 
established its efficacy. In most cases its use is disappointing 
although we have all had on occasion a striking success. In a few 
cases stilboestrol therapy has been tried but without any obvious 
improvement in uterine contractions. Similarly in the medical 
induction of labour we have not had any clear benefit from its use, 
even in massive dosage. We have, unfortunately, not had the 
opportunity of trying its use in a case of retention of a dead foetus. 
In the following case we tried to produce therapeutic abortion. 


Case 14. Mrs. B. (number 22929), 31 years of age. This patient 
suffered from rheumatic carditis with cardiac failure. The pregnancy was 
of 20 weeks duration. This patient received 20 milligrams of stilboestrol 
intramuscularly on 4 occasions at 12-hourly intervals. Evidence of 
increased uterine contractions was not obtained. 


Toxic Effects. 


When stilboestrol was given by the intramuscular route there 
was not any symptom of toxic effects. When given by mouth 
nausea without vomiting was produced in 3 patients but in all 
these symptoms disappeared when the use of the drug was per- 
sisted in. 


Discussion. 

It will be clear that stilboestrol can replace the natural oestrogens 
in all their therapeutic applications and that it is a drug which is 
also effective by mouth. It apparently has a true localized effect 
on the genitalia and has, presumably, the power to depress certain 
anterior pituitary functions, witness its ability to suppress lacta- 
tion. We were impressed by the fact that in 3 patients in whom 
uterine bleeding followed a course of stilboestrol we obtained only 
scanty endometrium at the biopsy. More and more evidence is 
being produced to show that uterine bleeding is primarily a local 
vascular phenomenon and is not necessarily directly related to the 
state of the endometrium. Thus, bleeding can occur from a pre- 
ovulation, pre-menstrual or atrophic endometrium. It is still 
unknown whether the cause of the bleeding is an anterior 
pituitary function or due to some local action of an oestrin break- 
down product (Smith and Smith’), or simply a result of some 
alteration in the pelvic and uterine vascular condition such as 
occurs after excision of the superior hypogastric plexus or experi- 
mental transection of the spinal cord. It is difficult to imagine that 
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uterine bleeding lasting 6 to 8 days was due solely to the dis- 
integration of the thin endometrium we recovered in these cases 
and some vascular mechanism would appear more probable. 


Dosage. 


From our experience with these cases we would make the 
following suggestions. In cases with simple menopausal symp- 
toms treatment should commence with a dosage of 2 milligrams by 
mouth daily. Occasionally 3 milligrams daily will be required. 
In leucoplakia and vaginitis with kraurosis, treatment should 
commence with a minimum dosage of 5 milligrams daily for a 
week and then be reduced as necessary. In secondary amenor- 
rhoea a dosage of 6 milligrams by mouth daily would appear to 
be an adequate dose but must be controlled by an endometrial 
biopsy. On the whole we have not been impressed by any advan- 
tage of the intramuscular over the oral route. 


Summary. 

1. A series of cases was treated with a synthetic drug diethyl- 
stilboestrol. 

2. In all patients this drug produced results more or less com- 
parable to those of a natural oestrogen. 

3. The drug is active when given by mouth. 


We are indebted to Sir Frederick Menzies, Chief Medical 
Officer, L.C.C., for permission to publish the case notes. This 
investigation, with those of other workers, made simultaneously, 
was undertaken at the request of the Therapeutic Trials Com- 
mittee of the Medical Research Council, the test material being 
supplied by the British Drug Houses Ltd. and Boots Pure Drug 
Company Ltd. We are indebted to Mr. V. Willmott, of the 
Photography Department, for the photomicrographs. 
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EXTENSION of malignant growth from the pregnant woman to the 
products of gestation seems to be of sufficient rarity to be recorded. 
A search of the literature has revealed only 6 cases (Table I.). In 
3 of these cases (Friedreich,' 1866; Berghinz,’ 1900; Weber et 
alia,* 1930) the foetus showed malignant growth similar to that 
in the mother, the tumour cells evidently having passed through 
the placenta and proliferated in the child’s tissues. In 2 cases 
(Senge,' 1912; Markus,’ 1910), autopsy of the foetus did not show 
transmission of the tumour. In the remaining case (Walz,° 1906). 
labour was induced near term and an autopsy on the infant was 
apparently not made. Three children were born alive, but did not 
survive infancy. Two of the cases were malignant melanomata 
of the ovary (Markus) and thigh (Weber e¢ alia) respectively. In 
the former case there was also a carcinoma of the gall bladder 
with only local extension. Two more were highly anaplastic car- 
cinomata originating in liver (Friedreich) and stomach (Senge). 
In 1 case (Walz) the growth was a myxosarcoma of the thigh. 
In the other (Berghinz) there was generalized lymphosarcoma- 
tosis involving the pregnant uterus. The four mothers who came 
to autopsy showed extensive and widespread metastases. In the 
2 cases in which autopsy was not performed, operative material 
was available for comparison with the growth in placenta or 
infant. The placenta in 2 cases (Friedreich; Berghinz) appeared 
to be unaffected. In the remaining four extensive infiltration with 
tumour was present. 

Two further reports of interest in the present connexion may 
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Placenta, showing tumour cells filling intervillous spaces. Note the 
much darker nuclei of the chorionic epithelium. (x 112.) 


Fic. 2. 


? Tumour cells in capillary of 
villus. (x 240.) 
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Fic. 3. 
Half of left kidney and suprarenal tumour. 
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Fic. 4. 


Uterus, opened up to show growth projecting into cavity, and 
infiltrating walls of fundus and upper part extensively. 
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Fic. 5. 


Cross section of right lung, showing large nodule of tumour. 
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Right suprarenal tumour. Characteristic appearance of tumour in 
most sites. (x 112.) 


Fic. 7. 


Left suprarenal. Field selected to show acinar arrangement. (x 240.) 
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be mentioned. Katsurada’ (1902) described widely disseminated 
melanotic tumours in a woman who died in the last week of 
pregnancy, but metastases were not found in the placenta or 
foetus. Reimann‘ (1902) published the case of a child with diffuse 
melanotic growths, who died at 6 months of age. The primary 
was considered to have arisen in the adrenals, but it seems at 
least possible that an unrecognized maternal growth may have 
been responsible. 
The following is an account of a case under our care: 


Clinical History. 

Mrs. C., 41 years of age, was admitted to Hammersmith Hospital on 
gth September, 1936, for investigation of haemoptysis during pregnancy. 
The last menstrual period was on 20th March, the expected date of 
delivery being 29th November, 1936. 

A week or so after the last menstruation she had a moderate haemop- 
tysis, which recurred 2 months later and again 1 month before admission 
to the hospital. She had had 3 previous deliveries at term and 1 mis- 
carriage. 

On examination she was found to be 24 weeks pregnant. There were 
impaired movement and percussion note over the right chest and numerous 
rales at the base. X-ray examination of the lungs showed a round area of 
increased opacity in the right upper zone. A diagnosis of neoplasm was 
considered, and she was discharged to attend the antenatal clinic and 
return to hospital for delivery and subsequent treatment. 

On the 22nd October she was readmitted to the medical wards com- 
plaining of severe pain in the right flank. A mass, separate from the 
uterus, could now be felt in the right flank. An X-ray of the abdomen 
showed a single pregnancy and a well-defined rounded shadow lying over 
the hepatic flexure. There was not any change in the radiological 
appearance of the lung. 

Pyelography showed normal renal pelves. The urine was normal. 

On the 11th November the membranes ruptured spontaneously; labour 
commenced on the 18th November, lasted 10 hours, and resulted in the 
birth of a living female child, apparently mature. The placenta was 
expelled in 20 minutes and appeared normal to the naked eye. 

Following delivery, a swinging fever and tachycardia developed and 
persisted to the end. A greatly enlarged, smooth liver was now palpable, 
and behind it there appeared to be a mass filling the right flank. On the 
left side a rounded mass could be felt below the costal margin. 

Inmvolution of the uterus proceeded normally. The lochia were normal 
at first, but, 2 weeks after delivery, became offensive and latterly blood- 
stained. Red blood-cells appeared in the urine, and ascites and oedema 
of the lower extremities developed. There was a well-marked hypochromic 
anaemia, reticulocytes 3 per cent; wasting was very rapid, and the patient 
died on 4th January, 1937. 
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The Child. 

Clinical history. Full-time female born 18th November, 1936, Weight, 
5 pounds 11 ounces; healthy on physical examination. On December 12th, 
1936, she was admitted to hospital for marasmus. In April she contracted 
nasal diphtheria and bilateral otorrhoea. On 13th May, 1937, she 
developed convulsions and died, aged 6 months. 

Post-mortem examination. The body was poorly developed and 
nourished. There was some pulmonary congestion with patchy partial 
collapse. There were degenerative changes in the liver. Death was attri- 
buted to malnutrition and to toxaemia. New growth was not found, 
macroscopically or histologically, in any organ or tissue. 


HISTOLOGY OF PLACENTA. 

In view of the suspected presence of malignant disease in the 
mother, the placenta, although it did not show anything sug- 
gestive of neoplasm macroscopically, was sent to the Pathology 
Department for histological examination. The whole tissue was 
sliced into narrow strips, and apart from several paler areas of 
under half an inch in diameter, having all the appearances of 
placental infarcts, was of uniform and apparently normal struc- 
ture. 

Sections were taken from several parts, and later from others, 
10 blocks in all being cut, including the infarct like areas and 
others taken at random. All showed abundant anaplastic 
malignant tumour (Fig. 1). The distribution was, in the main, 
similar in all blocks. The vast majority of the malignant cells 
lay in the intervillous spaces. In many places these were filled 
and widened by tumour cells to the almost complete exclusion of 
red cells, in others the tumour cells were mixed with blood in 
varying proportions, while in yet others, about one-third of the 
whole, hardly any tumour was evident. There was not much 
variation in the amount of tumour in the different blocks, but 
the distribution was certainly patchy within the individual 
sections, so that generally it was easy to pick either a tumour 
packed, or a tumour free, low-power field in any section. 

The malignant cells were large, spheroidal or polygonal, with 
abundant slightly granular eosinophil cytoplasm, and _ large 
nuclei which varied greatly in size, shape and depth of staining. 
Many nuclei were more or less rounded, but others, and especi- 
ally the larger, were entirely irregular in shape. The smallest 
nuclei were about the size of red blood-cells, the largest about 8 
times that diameter. Mitoses were scanty. Occasionally there 
were double nuclei. The cells were entirely different from the 
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chorionic epithelium and in particular their nuclei stained much 
less intensely with haematoxylin (Fig. 1). Nowhere did they 
show any attempt at arrangement, nor was there a trace of any 
kind of stroma. 

In the parts which were macroscopically infarcted, tumour 
was, on the whole, especially abundant, and there was infarction 
of the tumour and of the placental tissue. In some areas where 
infarction was not evident macroscopically, incipient or estab- 
lished infarction showed histologically. 

Very few indeed of the villi showed any evidence of tumour 
within, but one or two showed cells, apparently tumour cells, 
inside the capillaries (Fig. 2), and similar cells were found in 
small numbers in several of the tributaries of the umbilical vein. 
There might also have been an opportunity for transmission to 
the foetal circulation in areas where villi were necrotic. 

The histological appearances of the placental tumour show a 
remarkable resemblance to those pictured in Senge’s case. 


The Mother: Post-mortem Examination. 

Extensive and widely disseminated malignant growth was found. 

Suprarenal glands. The right gland was almost completely destroyed, 
replaced by a soft, roughly rounded mass of growth about 6 inches in 
diameter, with extensive cystic degeneration and haemorrhage. The left 
gland (Fig. 3) showed a soft growth of similar size, not cystic, with 
much caseous change and haemorrhage. Again the suprarenal tissue was 
almost completely destroyed. Though both growths were adherent to the 
kidneys, direct extension into the substance of the latter was not evident. 
The growth on the right side was adherent to the liver, also without evident 
penetration. 

Veins. Pale, soft tumour filled the medial part of the left renal vein, 
which was stretched over the under surface of the left suprarenal mass, 
and from there extended down the inferior vena cava, not completely 
filling it, along the internal iliac veins and into the uterine veins on both 
sides. The uterine veins were distended and completely blocked by growth. 
The ovarian veins also contained tumour. The right renal vein, the 
external iliac and the leg veins were free of tumour. The suprarenal veins 
were not identified. 

Uterus (Fig. 4). Measured 4 inches long by 3% inches wide. Tumour 
infiltrated almost the whole thickness of the wall in the upper half, with 
a fungating haemorrhagic growth projecting into the cavity. 

Kidneys. Each showed several small rounded nodules of tumour, up 
to 's inch in diameter, obviously secondary. 

Lungs. Right lung (Fig. 5): Single spherical, apparently encapsulated 
nodule of haemorrhagic tumour, nearly 2 inches in diameter, in the postero- 
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lateral part of the uppermost lobe, underlying thickened adherent pleura. 
Left lung: No macroscopic growth. 

Other growths, obviously secondary, were found in the liver (2530 g.: 
extremely numerous deposits, none over % inch in diameter); ovaries 
(small deposits); right femur and tibia (other long bones not examined); 
heart muscle (small deposits); cervical lymph glands; and thyroid (small 
deposits). 


HISTOLOGY. 

There were not any great variations in the appearance of the 
tumour in different sites. The tumour cells showed the same 
anaplasia as those seen in the placenta and were of very similar 
appearance, though multiple nuclei were commoner in some 
tissues, up to 20 or more nuclei being evident in some cells. The 
growths were all very cellular, with extremely scanty stroma, and 
numerous thin-walled blood-vessels (Fig. 6). Arrangement of the 
cells was seldom evident in ordinary preparations, but in places, 
notably in the left supra-renal, where multinucleated forms were 
scanty, the cells were irregularly cuboidal and sometimes showed 
a glandular arrangement with single or multiple layers of cells 
lining a lumen (Fig. 7). Reticulum staining showed encirclement 
of such acini by reticulum. Also, in those areas where an acinar 
arrangement was not clear with ordinary staining, the reticulum 
sections nevertheless showed division of the cell masses into 
groups and columns. 

The possible primary growths appear to be in placenta, uterus, 
lung or suprarenals. 

The histology is quite unlike that of chorion-epithelioma. For 
the relatively small uterine growth to be primary, it would have 
had to be present at or before conception, for secondary 
growth in the lung was evident radiologically in the 24th week of 
pregnancy. In such circumstances it seemed extremely im- 
probable that a pregnancy could have continued to term. The 
growth in the lung was certainly present early, but its peripheral 
situation, spherical shape and apparent encapsulation, make it an 
unlikely primary. 

Origin in the suprarenals may be established fairly definitely. 
It is difficult, however, to assign the growth to cortex or medulla. 
The arrangement of the reticulum is strongly reminiscent of supra- 
renal cortex, and the epithelium-like cells are consistent with such 
an origin, the giant cells being on this view attributable to 
anaplasia. Similar appearances have been described in many 
recorded cortical carcinomata, including some with sex changes 
(Glynn,’ 1912). Appreciable amounts of lipoid were not present 
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in the tumour cells, but neither this fact, nor the fact that the cell 
cytoplasm was not clear, seems to be of significance in an 
anaplastic growth. On the other hand, medullary tumours, par- 
ticularly the phaeochromocytomata, may resemble cortical 
growths in arrangement and frequently show a pleomorphic ap- 
pearance with multinucleated cells. But such tumours seldom 
show metastases and, when they do, usually show the lympho- 
cyte-like sympathogonia, the primitive medullary cells (Edward,’° 
1937); and these are not present anywhere in this case. The cells 
of the present tumour do not show any pigmentation, though un- 
fortunately the chromaffin reaction was not tried on the fresh 
tissue. We are, on the whole, inclined to regard the growth as 
more likely to be an anaplastic cortical carcinoma. Clinically, 
sex changes and hypertension, frequently noted in the cortical 
and phaeochromocyte tumours respectively, were not evident. 


SUMMARY 


A case of anaplastic tumour of the suprarenal, with extensive 
metastases, including growth in uterus and placenta, is recorded. 
Secondary malignant growth in the child did not occur during 
the 6 months of life. Thus, in spite of the placental involvement, 
survival with multiplication of tumour cells was confined to the 
tissues of the individual in whom the tumour had arisen. In half 
of the cases in the literature the maternal tumour metastasized 
to the foetus, in only I was the tumour proved to be present in 
mother, placenta and child. 


We are indebted to Sir Frederick Menzies, Chief Medical 
Officer, L.C.C., for permission to record this case. 
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ENDOCRINE therapy already forms a valuable contribution to the 
medical armamentarium and has undoubtedly come to stay, yet 
two facts must have struck all those who are interested in the 
subject. One is the amazing and brilliant advances which have 
been made, and are still being made, in the chemistry and 
physiology of endocrines: the other, the disappointment which 
must be experienced by many at the results of therapy in the 
more important functional disorders that women are heir to. 
Especially is this so when it is considered that such therapy is not 
empirical but based on the results of scientific investigations. 

It is a truth that endocrine therapy, apart from a few conditions 
in which it is specific, is still in its experimental phase and it is 
important, both from the patient’s point of view and the reputa- 
tion of endocrine therapy, that this fact should be appreciated. 

I feel that, outside endocrine clinics, which perforce must be 
experimental, little discrimination is being employed in its use. 
Patients’ hopes are buoyed up and their pockets lightened to no 
purpose. The cause of this is threefold. Firstly, the encourage- 
ment that the clinician gleans from reading the many commercial 
brochures on the subject. Secondly, the fact that little harm 
results from the use of endocrines in general, and, thirdly, the 
tendency of functional uterine disturbances to recover spon- 
taneously. 


AVAILABLE MATERIAL. 
I. THE OESTROGENIC HORMONES. 


It was in 1923 that Allen and Doisy' showed that an alcoholic 
extract of the ovary was capable of producing oestrus in an 
ovariectomized rat. Later, in 1927, Zondek and Aschheim* 
showed that oestrogenic substances could be obtained in large 


* Read before the Medical Society of London to open a discussion on 
‘‘Hormone Therapy in Gynaecological Conditions,’’ 14th November 1938. 
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quantities from the urine of pregnant mares. The substance was 
crystallized simultaneously by Doisy* and Butenandt.* The 
oestrogens which are extracted from urine and placenta are 
known as oestrone and oestriol and these substances are degrada- 
tion products of the substance secreted by the ovarian follicle 
which is known as oestradiol and is five times as potent as 
oestrone. Oestrogens are related to the sterols, all of which consist 
of the cyclopenteno-phenanthrene nucleus. 


Functions of Oestrogenic Hormone. 


Oestrogenic hormone is responsible for the development of the 
external genitalia, the breasts, the vaginal mucosa; it increases 
the size of the uterus and increases uterine sensitivity to contrac- 
tions. It also brings about the development of the hypertrophic 
phase of the endometrium and, in association with the corpus 
luteum hormone, is responsible for normal menstruation. 

If given in large doses, or in small doses over a prolonged 
period of time, it will inhibit the gonadotropic activity of the 
pituitary gland. 


Methods of Administration. 


Oestrogenic hormone can be given by the mouth, by intra- 
muscular injection, by means of a vaginal suppository or by 
subcutaneous implantation of a tablet of crystalline oestrone. 
(Bishop*; Parkes and Deanesly.*) The hormone dissolved in 
alcohol can also be given satisfactorily by cutaneous application. 
(Zondek.’) 

In order to delay rapid absorption and excretion, it is given 
intramuscularly in oily solutions and in the form of its benzoate 
ester. Subcutaneous implantation of crystalline oestrone also 
provides a prolonged oestrogenic effect. 

Dosage: Oecestrogenic hormone is measured in international 
units. One international unit of oestrone is equivalent to 5505 
mgm. of crystalline oestrone. 


Therapeutic Indications for the Use of Oestrogen. 


This hormone has been advocated, and indeed still is, for every 
conceivable complaint, which may go far to discredit its value as 
a therapeutic agent. That it holds a definite position in therapy is 
undisputed, providing it is used with discretion. 

It is of the utmost value in the treatment of severe menopausal] 
symptoms, especially those following on the necessary removal of 
Ovaries in young women. 
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Other conditions in which its value is proven are the 
distressing condition of kraurosis, and primary senile vaginitis 
and the vulvo-vaginitis of children. 

So far as the treatment of amenorrhoea is concerned, Kauff- 
man has shown that the substance, associated with the use of the 
corpus luteum hormone, will produce a normal menstruation, but 
it is incapable of inciting spontaneous activity and is, therefore, 
of little or no value. 

Oestrogen has been recommended for those cases of primary 
dysmenorrhoea, in which the uterus is small and the pain pre- 
sumably due to inability of a deficient musculature to function. 
The results are unsatisfactory and a psychological element cannot 
be excluded. 

Dodds, Noble* *: '*:"": e¢ al. have recently produced a synthetic 
compound, known as diethylstilboestrol, which is a derivative of 
the simple aromatic substance stilbene. This synthetic compound, 
though having no relation chemically to oestradiol, yet not only 
has been shown to have similar oestrogenic properties, but is two 
and a half times as potent. It is a powerful antiprogesterone 
product and is capable of preventing nidation and causes inter- 
ruption of pregnancy in experimental animals. The possibilities 
of the use of such a substance in the human being can well be 
imagined. 


II. THe Corpus LUTEUM HORMONE—PROGESTERONE. 


The corpus luteum hormone was until recently available com- 
mercially only as an extract of sow’s corpora lutea, but in 1934 it 
was obtained in a crystalline form by Butenandt.'* It can now be 
prepared from the inert sterol of the soya bean. The dosage is 
measured on an international unit basis—one international unit is 
equivalent to 1 mgm. of crystalline progesterone, and is given by 
intramuscular injection. 


Function of the Corpus Luteum Hormone. 


The corpus luteum hormone is responsible for the transforma- 
tion of the hypertrophic phase of the endometrium into a secretory 
phase. It is also responsible for the safe nidation of the ovum. It 
is antagonistic to oestrin and inhibits uterine contractions. 


Therapeutic indications for the use of the corpus luteum hormone. 

Certain forms of uterine bleeding, especially of the pubertial 

or maturity types and the so-called metropathias, It is of. un- 
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doubted value in cases of threatened abortion and recurrent 
abortion in which a physical cause cannot be found. 

On account of its power of inhibiting uterine contractions it is 
recommended for certain cases of dysmenorrhoea—the results of 
which are uncertain. For the same reason, it has also been sug- 
gested for the severe after pains of the puerperium. 

In cases of uterine bleeding it cannot be too strongly empha- 
sized that a thorough examination and preliminary diagnostic 
curettage should always precede its use. 

All gynaecologists are aware of the tendency of menorrhagia 
and other uterine bleeding, presumably of functional origin, to 
clear up spontaneously, and the use of progesterone as a routine in 
such cases before a course of medical treatment has been tried, 
other than hormonal, should be deprecated. 

Cases of uterine bleeding in women over 40 years of age, 
menopausal bleeding, are preferably treated by radium preceded 
in all cases by diagnostic curettage. 


III. GONADOTROPIC HORMONES. 


The production of both follicular hormone and corpus luteum 
hormone is dependent on the presence of the gonodatropic hor- 
mones. The following are available for therapeutic administra- 
tion. 

1. The antenior-pituitary-like substance, which is found in the 
urine of pregnancy and is derived from the placenta. This sub- 
stance has gonadotropic activity which is mainly luteinizing and 
is the basis of the Zondek and Aschheim, and the Friedmann, 
pregnancy tests. The substance is measured in rat units. 

2. The follicle-stimulating hormone, which has recently 
appeared on the market, is found in the serum of pregnant mares 
about the fourth month, and in the urine of menopausal women. 
It has been shown to cause ovarian development and follicle for- 
mation in animals. This substance is measured in mouse units. 

Functions. The anterior-pituitary-like substance is known to 
have a luteinizing effect on the immature ovaries of mice and is, 
therefore, theoretically indicated in cases in which the corpus 
luteum hormone is considered to be deficient. It may, therefore, 
be given in conditions in which the corpus luteum hormone 
would be indicated, e.g. repeated abortion, functional bleeding 
and dysmenorrhoea. 

It was hoped that the discovery of the follicle-stimulating 
hormone might bring about success in the treatment of functional! 
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amenorrhoea, sterility and all conditions of under-activity of the 
ovaries. It is indicated, therefore, in such conditions but, 
unfortunately, results have not as yet justified the hopes that 
were entertained of it. 


IV. ANDROGENIC HORMONE. 

Though it may appear out of place to mention this hormone 
in the treatment of gynaecological conditions, yet it has been 
recommended and indeed followed with some measure of success 
in cases of functional bleeding. It probably acts by inhibiting 
the gonadotropic activity of the anterior pituitary gland and is 
also known to be antagonistic to oestrogen. In large doses it 
is capable of producing temporary amenorrhoea and conse- 
quently has been suggested for the treatment of severe cases of 
dysmenorrhoea. 

Testosterone was first isolated by David"* in 1935 from bulls’ 
testes, and androsterone by Butenandt from male urine, but the 
latter, though having a similar action, is probably derived from 
the adrenal gland rather than the testes. Testosterone is now pre- 
pared synthetically from cholesterol. 


BIOLOGICAL ASSAYS OF THE HORMONES IN THE URINE. 

Before deciding on the treatment by hormones of a case in 
which symptoms point to some functional deficiency, it would 
appear only logical to attempt to determine which particular 
hormone is at fault, for only by such means can therapy be carried 
out in a rational manner. It is only natural, therefore, that this 
point has recently received much attention and a considerable 
amount of work is being done on this subject. The difficulties are 
manifold, especially, as Callow" points out in his excellent paper, 
when it is realized that the sex hormones known to be excreted 
are not identical with the hormones actually isolated from the 
organs of secretion. These substances in the urine have hormone- 
like activity but it is important to distinguish them from primary 
hormones. Further, the hormone activity of the urine is a very 
uncertain indication of the hormone activities of the body and this 
fact is especially borne out in a paper by Spurrell and Ucko.'” Two 
women in whom menstruation had been suppressed through some 
minor operation, showed a cycle of oestrin excretion in the urine 
similar to that of normally menstruating women. This, as they 
point out, makes a strong contra-indication between clinical and 
laboratory observations. Further, Gustavson, Hays and Wood" 
have found that in the estimation of urinary oestrogen, individual 
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variations are very large both as regards the amount and the time 
of maximal excretion. Frank’’ states that to form any opinion 
of oestrogen excretion in any particular individual it would be 
necessary for examinations to be carried out for a whole month to 
determine a patient’s abnormality; a procedure which is 
obviously impracticable. 

Considering the hormones separately, as far as oestrogen 
assays are concerned, experiments performed in ovariectomized 
women before and after oral administration of oestrin, showed 
only 3 to 12 per cent of it excreted in the urine in the next 2 days. 

As regards progesterone, this substance undergoes complete 
reduction before excretion, but it has been shown that it is ex- 
creted in the form of the biologically inactive compound preg- 
nanediol (Marrian, 1929).'* It has been shown that injections of 
progesterone in human subjects were followed by the excretion of 
pregnanediol equivalent to 12 to 46 per cent of the progesterone 
administered. It is possible that in the future extraction and 
estimation of pregnanediol may provide an accurate measure of 
corpus luteum development. 

So far as the male hormone is concerned, Callow states that the 
destruction and inactivation is so great and the yield of ad- 
ministered hormone so small, that present urinary androgen assays 
are unlikely to give useful results. 

Very large amounts of androgen in the urine, on the other 
hand, are highly suggestive of an adrenal tumour and in such a 
case would prove of value in diagnosis. 

Finally, in the case of the gonadotropic hormones, Zondek 
(1935) showed that only 10 per cent of the amount of prolan 
administered was recovered in the urine. 

It may fairly be said, therefore, that at present so far as these 
hormones are concerned the amounts excreted are so small as to 
be of little value in the diagnosis of minor functional disturbances 
(Callow). 

On the other hand, it might be mentioned here that, apart from 
urinary assays, we have in endometrial biopsy a means of deter- 
mining the presence or not of a functioning corpus luteum and the 
examination of vaginal smears are of considerable value in deter- 
mining the effectiveness of oestrogen administration. 


ON THE POSSIBILITY OF UNDESIRABLE EFFECTS FOLLOWING 
HORMONE THERAPY. 
It may be asked, is there any danger of malignant disease 
following on the administration of oestrogenic substances, for it 
20 
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is known that certain carcinogenic and oestrogenic substances are 
closely related and that these carcinogenic substances have also 
oestrogenic properties. In certain inbred strains of mice it is not 
uncommon for the females to develop mammary carcinoma spon- 
taneously, but this is rare in the males and in the females spayed 
before puberty. On the other hand, if oestrone is injected in male 
mice of such a strain over a prolonged period, mammary car- 
cinoma may develop. Further, Robson and Bonser’® have recently 
shown that the development of mammary cancer will also occur 
following the administration of the synthetic oestrogenic com- 
pound tripheny] ethylene, and it is important that the potency of 
these synthetic oestrogens be not overlooked. 

However, in practice it is rarely necessary to give large doses 
of oestrogen over a prolonged period of time and it may be said 
that the risk of the possible development of malignant disease is 
negligible. At the same time, it must be confessed that little is 
really known about it. 

Apart from the possible development of malignant disease, pro- 
longed administration of oestrin is not without harmful effects, for 
it may inhibit the gonadotropic activity of the pituitary gland. 
Cramer and Horning’ have shown that with prolonged use of the 
hormone a condition may arise closely resembling that following 
hypophysectomy. Zondek™' has also reported similar results and 
describes the development of a tumour of the pituitary, induced 
by prolonged administration of oestrin, resulting in dwarfed 
animals and atrophy of the genitalia. 

Other conditions, due to too high a dosage of oestrin are 
unexpected uterine bleedings; symptoms of headache and 
nausea have been described, and Taylor*’ mentions swellings of 
the hands, face and eyes. 

Finally, it has been shown by Collett** and others that even a 
single injection of 1,000 international units of oestrogenic hor- 
mone may cause a fluctuation in the basal metabolic rate, vary- 
ing from minus 8 to plus 14 per cent of the original level. They, 
therefore, stress the importance of metabolic observations when 
giving large doses of oestrin to patients suspected of incipient 
hyperthyroidism. 


DISCUSSION. 


It is clear from the foregoing that the successful results of 
hormone therapy in functional gynaecological disorders are 
mainly, or wholly, those following substitution therapy, as ex- 
emplified by the menopausal state, conditions allied to it, abor- 
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tions, and, occasionally, in special types of uterine bleeding. The 
treatment of other endocrine disorders by such means is at 
present unsatisfactory and especially is this true in the case of 
functional amenorrhoea. The reasons for this may be: 

(1) The frequent absence of a careful general examination of 
a patient in whom a menstrual disorder may be but a symptom 
of some general systemic disease. 

(2) The fact that, at present, we are unable to determine, by 
biological assay, the particular hormone at fault, and 

(3) The habit of ignoring the possibility of a psychological 
cause, which, in my opinion and experience, plays a very im- 
portant part in functional amenorrhoea. 

My colleagues, Mr. MacRae and Mr. Murless, who are follow- 
ing up patients suffering from amenorrhoea under treatment with 
hormones at St. Mary’s Hospital and Soho Hospital respectively, 
have informed me that in no case has a primary amenorrhoea re- 
sponded to treatment. Sporadic cases of secondary amenorrhoea 
have occasionally produced a menstrual period, but have not 
continued. My own figures are no better. 

The fact that a psychological element is probably present in 
those women who appear to be physically normal is borne out 
by the frequency with which secondary amenorrhoea follows on 
some emotional disturbance, and I fail to see what indication 
there is for hormone therapy in such cases and am becoming 
more and more inclined to the view that they would probably 
derive more benefit from the psychiatrist than the endocrino- 
logist. 

Both Dr. Curtis of St. Bernard’s Hospital and Dr. Macbeth 
Wilson, working at. the Tavistock Clinic, have communicated 
their experiences to me on this point. Dr. Wilson remarks that it 
is not uncommon for the effect of acute emotional states to post- 
pone menstruation. Further, the anxiety of some adolescent 
sexual adventure, leaving home, or entering hospital, are 
situations which commonly precede transient amenorrhoea—a 
fact that is borne out by the experience of all gynaecologists. 

Again, in patients in whom dysmenorrhoea and amenorrhoea 
occur as part of the syndrome, the first and almost certainly the 
second, sometimes disappear with successful psychological treat- 
ment. 

Then again, until biochemical assays of hormone activity can 
be relied on, it must remain impossible to tell in certain cases 
how great is the part this psychological element may. play. 
Symptoms of dyspituitrism have been described following on a 
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severe shock and, further, it is not uncommon for amenorrhoea 
or hypomenorrhoea to follow pregnancy, associated with loss of 
weight and of body hair. It has been shown by Sheehan and 
Murdoch” that partial necrosis of the anterior lobe may be 
associated with childbirth, especially following a severe post- 
partum haemorrhage. 

The pituitary has been described as the master gland, but I 
feel that we must go even beyond this and consider the possibility 
of conditions influencing the activity of that gland. These may 
be psychological inhibiting influences or possibly organic lesions 
of the hypothalamus, comparable to those obtaining in the disease 
known as diabetes insipidus. 

In experimental animals we are dealing with a different state 
of affairs and they cannot be compared to clinical states. Hor- 
mones are known to be active and capable of restoring normal 
function in hypophysectomized or castrated animals. This is 
entirely substitution therapy and the presence of a psychological, 
or, shall we say, a controlling influence is not present. 

It may be said that research and advances in endocrine 
physiology and chemistry have far outstripped those in therapy. 
More discrimination should be shown in the choice of cases and 
I would like to suggest that those conditions in which the results 
at present are disappointing should receive treatment in the 
clinics of large institutions rather than in private practice. 

Finally, if the clinician will be patient, it is possible that 
further scientific research may solve the difficulties which at 
present stand in the way of successful endocrine therapy in the 
treatment of some of the functional disorders of women. 

I wish to acknowledge the assistance I have received from 
Professor Kennaway and the staff of the Research Institute of 
the Royal Cancer Hospital. Especially am I indebted to Mr. 
Harold Burrows and Dr. F. L. Warren for their kind help and 
interest and also to Dr. Macbeth Wilson and Dr. L. M. Curtiss. 
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TERATOLOGICAL specimens make an interesting study, but are 
sometimes neglected on the grounds that they are very rare. 
Our ignorance of developmental processes is partly due to this 
attitude, and will only be remedied if every case is fully investi- 
gated. 

For example, iniencephaly is regarded as a rare condition; 
the literature contains only 44 cases. Yet we have met with 
3, cases in 30 months, and found a fourth in St. Bartholomew’s 
Hospital Pathological Museum, unreported, and hidden by a 
misleading name; and two other specimens in the Anatomy 
Department of the Middlesex Hospital Medical School. There 
must be many such specimens in the pathological museums of 
this country—indeed throughout the world. 

In 1836 Saint-Hilaire’ reported 3 cases of a foetal abnormality 
he had never seen and named it iniencephaly, the cardinal 
features of which are deficiency of the occiput in the region ol 
the foramen magnum, spina bifida of considerable extent, and 
retroflexion of the spine. 

By 1897, Lewis’ had collected 22 cases from an exhaustive 
search of the literature, which he classified into three groups: 
iniencephalus clausus (9g cases), which resembles our case 3 in 
that there is no encephalocoele; a second group, imiencephalus 
apertus (8 cases), with a small encephalocoele, most of the brain 
being contained in the cranial cavity; and a third group also 
designated iniencephalus apertus, in which the encephalocoele is 
larger than the cranial contents. 

In 1904, Ballantyne* wrote that he had seen 7 cases of inien- 
cephaly: 5 of these he described fully. Dorland‘ described 3 un- 
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reported cases, reviewed the literature up to 1925 and stated that 
it contained 38 cases; he had counted Lewis’s 3 cases twice. 
Welz and Lieberman’ added one case in 1927 and Bear’s® paper 
in 1931, the most recent we have found, adds another and states 
that the total of reported cases is 43. Actually it was 40, because 
he copied Dorland’s error. 

To this we add Napier’s’ case, 3 more of Ballantyne and our 
own 6 cases, bringing the total up to 50. Ballantyne distinguishes 
between iniencephaly and ‘‘anencephaly with retroflexion’’ of 
which he illustrates two specimens. In our opinion these form 
one continuous inseparable series. 

One foetus, that of Lockwood,* shows the condition at the 
early age of about 50 days. It has been lost; but his paper 
describes that there was no spinal medulla, a short retroflexed 
and irregular spinal column, bifid in the lower cervical region, 
and at the same level, a double notochord. 


Case 1, March 1936. Primipara, 24 years of age. During antenatal] 
observation at the thirtieth week hydramnios was noticed, and an X-ray 
examination of the abdomen was ordered. This revealed the presence of 
spinal and cranial deformities of the foetus and it was decided to 
terminate the pregnancy by rupture of the membranes. A stillborn 
female iniencephalic foetus, weighing 1 pound 15 ounces, was delivered 
after an uneventful labour. It was a face presentation in the left 
mento-posterior position. 

Specimen. The foetus measured 6 inches from nose to perinaeum. 
The features and the extremities were grossly normal, but the head was 
fully extended and twisted towards the right shoulder, which was 
2 inches lower than the left. The neck was much shortened. In the 
region where the cranium should have been was an oval area, measuring 
2.25 by 1.75 inches, from the upper part of which there protruded an 
encephalocoele, measuring 1.5 by 1.5 inches, covered by a red, vascular 
membrane. Below this a bony ridge, consisting of fused thoracic 
vertebrae, extended caudally as far as the upper lumbar region. Half 
an inch caudal to this, in the lower lumbar region, a second defect was 
present, a myelocoele, measuring .75 by .75 inch. The ventral aspect of 
the foetus was normal; an umbilical hernia was not present. 

Reference to Fig. 2, a radiograph of this foetus, emphasizes certain 
characteristic skeletal deformities: retroflexion of the head, extensive 
spina bifida, and maldevelopment of the thoracic cage and cervico-dorsal 
vertebrae. This specimen was, unfortunately, mounted as a permanent 
museum piece without dissection; hence the internal anatomy was 
not studied. 


CASE 2, January 1938. Primipara, 38 years of age. Hydramnios was 
discovered at the thirtieth week in the course of routine antenatal 
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observation, and an X-ray examination of the abdomen revealed cranial 
and spinal deformities of the foetus, similar to those seen in Case 1. It 
was decided to induce labour by rupture of the membranes, and ro pints 
of fluid were withdrawn. A stillborn iniencephalic female foetus, 
weighing 2 pounds, was delivered normally. The presentation was by 
the breech in the right sacro-anterior position. 

Specimen. The foetus measured 6 inches from nose to perineum. 
The features were, as in Case 1, grossly normal, and the extremities did 
not show any deformity with the exception of a right talipes varus. The 
head was fully extended, with the neck absent. The cranial vault was 
deficient; its site was occupied by an oval defect, measuring 2.5 by 2.75 
inches, through the upper third of which protuded a mass of brain 
substance, attached by a transverse pedicle. In the lower two-thirds 
2 transverse bony masses projected, with a deep transverse fissure 
between them; the upper one was the basi-occiput, while the lower one 
consisted of the lumbar vertebral bodies, covered by the unclosed neural 
plate. On the ventral surface was an umbilical hernia, measuring 
2.5 by 2.5 by 2.25 inches. See Fig. 3. 

Sagitial section. This illustrates the extreme retroflexion of the 
head, with absence of the cranial cavity. The basi-occiput abuts on 
the first lumbar vertebral body. Beneath and anterior to this the 
cervical and dorsal vertebral bodies are compressed into the thorax in 
a position of exaggerated lordosis, herniating the abdominal viscera, 
notably the liver, into the umbilical sac. There is not any spinal cord 
proper, the neural plate remaining unclosed throughout the length of the 
vertebral column, although the spinal nerves which emerge from it 
appear normal. Dissection of the abdominal and thoracic viscera did 
not show any abnormality except that both suprarenals were very small. 
Dissection of the skull showed total absence of occipital squama, 
parietals, and frontal squama. See Fig. 4. 

Fig. 5, the radiograph of this case, illustrates the skeletal deformities. 


CasE 3, July 1938. We are indebted to Dr. Berry, of Harrow, for 
this foetus. A multipara, 35 years of age, who had had 2 normal - 
confinements, the first 12 years previously and the second 9 years 
previously (the children were both boys and both were anatomically 
sound), was delivered at term of a female iniencephalic foetus, weighing 
61s pounds, which lived for 39 hours. During this brief sojourn the 
monster breathed normally but never cried. The antenatal history was 
uneventful and hydramnios was not present at any time. Delivery was 
spontaneous and the presentation was a face. 

Reference to Fig. 6 will demonstrate the general external appearance, 
which resembles that of the other cases with this exception, that the 
cranial vault is well formed and there is not any encephalocoele or frank 
spina bifida. A well-marked double talipes is present. 

Sagittal section, Fig. 7, shows extreme retroflexion of the head, the 
occipital region of which lies on the upper lumbar bodies of the vertebral 
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column, which shows occult spina bifida in its whole extent. Neither 
occipital squama nor neural arches separate the brain from the spinal 
cord, the cauda equina of which appears directly below the caudal pole 
of the cerebral hemispheres. The cervical and dorsal vertebrae are 
compressed into an attitude of exaggerated lordosis. The thorax is 
better developed than in the other cases, and the diaphragm is complete. 
There is an umbilical hernia which contained at dissection a loop of 
transverse colon. The viscera of the thorax and of the abdomen 
were normal. 

The radiograph, Fig. 8, illustrates some features of great interest. 
The cranial vault shows digital impressions, which give it the appearance 
of beaten silver, so characteristic of oxycephaly, though not 
pathognomonic of it. (Howkins, Jefferiss, and Handley.*) The presence 
of digital impressions in iniencephaly has, to the best of our knowledge, 
not been noticed by previous authors. The vertebral column consists 
of 5 sacral and 5 lumbar bodies, surmounted by a conglomerate mass of 
cervical and dorsal elements. 


SPECIMEN 4. A specimen in St. Bartholomew’s Hospital Museum, 
dated 1862 to 1882. The obstetric history is unknown, apart from the 
fact that labour was spontaneous. The specimen is an iniéncephalic 
female foetus, measuring 6 inches from nose to perineum, and aged 
about 27 weeks. Both lower limbs have been amputated and the left 
half of the upper part of the head and trunk cut away; the thorax and 
the abdomen have been eviscerated. The external appearance resembles 
cases 1 and 2. The head is extended and the neck is absent. The cranial 
cavity is absent, a small frontal squama is the only representative of the 
cranial vault, and the neural arches are absent throughout the length of 
’ the vertebral column. An encephalocoele, measuring 1!, inches, arises 
directly from the basi-cranium and contains broken-down brain matter. 
The spinal cord is present, unclosed, and segmental nerves arise from it. 
There is marked lordosis in the cervico-dorsal region and the cervical 
vertebrae are fused together. The desciption states that the limbs, 
viscera, and genito-urinary organs were well developed, and an umbilical 
hernia could not be found. See Fig. 9. 

The radiographs illustrate the skeletal deformity, and in particular 
show the cervico-dorsal lordosis, partial fusion of ribs, absence of 
one-half of the body of the first lumbar vertebra, sacralization of the 
fifth lumbar and 2 ossific centres in the body of the fifth sacral vertebra. 
See Fig. ro. 

SPECIMENS 5 and 6. Specimens in the Anatomy Department of the 
Middlesex Hospital Medical School. History not known. 

SPECIMEN 5. A female iniencephalic foetus, measuring 6% inches 
from nose to perineum. The description of case 2 is applicable here, 
with the exception that the dorsum shows more extensive spina bifida, 
and there is less brain. See Fig. 11. The X-ray photograph (Fig. 12) 
shows the customary cervicodorsal lordosis. 
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Lateral and antero-posterior radiographs of Case 1. 
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Oblique and posterior views of Case 2. x 
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Sagittal section of Case 2. 
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Lateral radiograph of Case 2. 
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Lateral view of Case 3. Sagittal section of Case 3. 
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Lateral radiograph of Case 3. 
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Sagittal section of Case 4. Radiograph of Case 4. 


AN 

IW 

: 

= 


Fic. 11. 


Anterior and posterior photographs of Specimen 5. 
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Lateral radiograph of Specimen 5. | 
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Antero-lateral and posterior photographs of Specimen 6. 
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Lateral radiograph of Specimen 6, 
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SPECIMEN 6. A female iniencephalic foetus, measuring 6 inches from 
nose to perineum, and resembling case 1. An umbilical hernia could not 
be found. The spinal column is irregularly curved, owing to gross defects 
of the thoracic cage on the left side and of the corresponding vertebral 
bodies. Lordosis is not well seen. (Figs. 13 and 14.) These specimens 
have not been dissected. 


AETIOLOGY. 


Iniencephaly is essentially a condition of arrested and im- 
perfect development of the vertebral column, and since the 
growth of the central nervous system proceeds with that of the 
vertebral column, its common association with central nervous 
defects is not surprising. 

At an early stage in the normal embryo, the paravertebral 
sclerotome differentiates into two parts: a ventral mass which 
forms the vertebral bodies and pedicles and their cranial homo- 
logues; and a dorsal mass which forms the neural arches and 
spines and the vault bones of the cranium. In iniencephaly one 
or both of these masses is hypoplastic and ill-developed. 

Mere defect of the dorsal mass does not produce iniencephaly, 
for an anencephalic with a straight spine may have complete 
acrania and spina bifida. Defect of the ventral mass is not the 
cause, for it may be well formed in iniencephaly. 

Since many of the reported cases have well-developed central 
nervous systems, primary non-development of the original 
epiblast (Lockwood) is not always the cause of iniencephaly. 

According to Minot'® and others, some normal embryos, 
notably His’s 3.2 mm. embryo, show during the third week an 
acute lordosis of the spinal column, which normally springs 
back and has not been seen in the fourth week. The plausible 
suggestion has been made that in iniencephaly this lordosis 
persists and closure of the neural tube and neural arches is 
thereby mechanically prevented. Against this is our case 3, with 
fairly severe lordosis and no gross defect in the central nervous 
system. 

Other theorists have suggested that hydrocephaly, amniotic 
or intra-uterine pressure, or, in some cases, a short umbilical 
cord, are primarily responsible. We favour an intrinsic foetal 
cause. 

DISCUSSION. 

Iniencephaly, hitherto a pathological curio, must be of more 
frequent occurrence than the small number of reported cases 
suggests. The reason for this is twofold; first the feeling of 
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squeamish horror among practitioners and the lay public that 
prompts the rapid disposal of all human monsters without inves- 
tigation into their morbid anatomy, and secondly, the fact that 
this condition has hidden its light under a bushel of false 
diagnosis, usually that of anencephaly. 

The 6 cases herein reported all obey the criteria laid down by 
Ballantyne and emphasized by Lewis. Five of them may be 
classed as examples of iniencephalus apertus, one as clausus. 
The former condition is remarkable because of the presence of 
hydramnios, which should give the clue to an antenatal diagnosis 
by radiography, as in our cases I and 2, and which if untreated 
is likely to result in premature labour between the sixth and 
eighth months. This hydramnios is probably of foetal origin 
and may be compared with that seen in association with spina 
bifida. The latter, closed iniencephaly, should not be associated 
with hydramnios, and may go to term; both these features were 
seen in our case 3. 

The treatment, in the fortunate case of antenatal diagnosis, 
consists in the prompt induction of labour, usually by rupturing 
the membranes. We should, therefore, stress the recourse to 
radiography in all cases of hydramnios. Iniencephalus clausus is 
a rare cause of dystocia, which must be treated secundum artem. 
The parents will naturally inquire if the condition will recur in 
subsequent pregnancies, and the practitioner may confidently 
answer that it will not. Our case 3 supports this contention. The 
question of parental disease in the aetiology is speculative; it is 
worthy of note that the mother in our case 2 had been treated for 
syphilis prior to her confinement, though her Wassermann 
reaction was negative when taken at routine antenatal examina- 
tion. Abbott and Lockhart"' reported a case of the clausus type 
born of a mother who had cerebral syphilis. 


SUMMARY. 

1. Six cases of iniencephalus are described and illustrated. 

2. A review of the literature dealing with the previously 
reported cases is given. 

3. The condition is segregated into two types, iniencephalus 
apertus and clausus, which are associated with slightly different 
clinical pictures. 

4. The use of antenatal radiography is urged in the diagnosis 
of the apertus type with hydramnios. 

5. The aetiology and treatment are briefly discussed. 

6. The supposed rarity is questioned and a plea made for 
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fuller investigation of all foetal monsters in order to elucidate 
their pathology. 


We wish to thank Professor Kirk of the Anatomy Depart- 
ment of the Middlesex Medical School for his help in interpreting 
the anatomy and embryology of the condition and for allowing 
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We beg to acknowledge permission from the Curator of 
the Middlesex Hospital Museum, Bland-Sutton Institute, to use 
the specimen in case 1. We should like to thank the Curator of 
St. Bartholomew’s Hospital Museum for permission to photo- 
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The technical work and much of the photography was done 
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Institute of Radium Therapy, Toronto General Hospital. 


THIS paper is a combined clinical and pathological study of 55 
cases of carcinoma of the body of the uterus. These cases have 
been observed and treated, during the years 1929 to 1937 in- 
clusive, in the Department of Gynaecology and Obstetrics, Toronto 
General Hospital, and the Institute of Radium Therapy, Toronto. 
The number of cases is small, and until recently a routine method 
of treatment was not followed, nevertheless they do provide a 
basis for a discussion of the pathology, clinical features, and 
problems of treatment of this disease. 

The body of the uterus is the second most common site for 
carcinoma to occur in the female genital tract. In our experience 
it is only exceeded by carcinoma of the cervix. In a series of 589 
malignant gynaecological specimens diagnosed in our laboratory 
19 per cent occurred in the body of the uterus. Generally car- 
cinoma of the body of the uterus is a relatively slow-growing 
tumour with a tendency to spread over the surface of the endo- 
metrial cavity before deeply invading the myometrium. It occurs 
in a thick-walled and more or less isolated organ, which, due to 
its anatomical situation, is capable of wide surgical removal. 

Distant metastatic growths occur fairly late in the disease, 
extension for the most part being direct, with the exception of 
lymphatic spread to the ovary. With so many favourable factors 
it is natural that the prognosis in carcinoma of the body of the 
uterus is good for a malignant disease, and varies from 24 per 
cent to 61.1 per cent. (Heyman’.) 

In 1923 Mahle’ published the results of a pathological study of 
186 cases of carcinoma of the body of the uterus undertaken to 
determine if, from microscopic study, the tumours could be 
divided into grades of malignancy which would be of value in 
prognosis. On the basis of cell differentiation and loss of polarity 
he divided the neoplasms into four grades. Those showing least 
differentiation and complete loss of polarity were considered the 
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most malignant, and those showing little loss of polarity with 
well differentiated cells were considered least malignant. Grade I, 
the least malignant group, contained the largest number of living 
patients, while Grade IV contained none. 

Lindsay* in 1927, in a similar study, was able to divide most 
of his material into two groups—adenoma malignum and adeno- 
carcinoma. His results showed that adenoma malignum was of 
relatively low-grade malignancy and the prognosis was good, 
while in the adenocarcinoma group the prognosis was poor. 

Healy and Cutler in 1930* and Healy again in 1934° published 
the result of a similar grading of carcinoma of the body of the 
uterus. They divided their cases into four grades of malignancy, 
retaining the term adenoma malignum, which was subdivided into 
Grades I and II, and adenocarcinoma, similarly divided into 
Grades III and IV. They felt that such grading was not only of 
value from the standpoint of prognosis but pointed out as well 
that in the least differentiated type of carcinoma, adenocarcinoma, 
Grade IV, the likelihood of obtaining a cure is greatly increased 
if efficient radiation therapy precedes hysterectomy. They con- 
sidered the adenoma malignum group to be radio resistant and 
the more anaplastic tumour radio sensitive. In 1936 Murphy* pub- 
lished his results of radiological treatment of carcinoma of the 
body of the uterus. He divided his cases into six grades represent- 
ing various degrees of malignancy as indicated by microscopic 
study. His conclusion was that the cure of carcinoma of the 
body of the uterus depended more on the integrity of the myo- 
metrium, accessibility of the growth to the curette and to the 
applied radium, than on any peculiar sensitivity to radium of the 
individual type of carcinoma. 

In this series of 55 cases of carcinoma of the body of the 
uterus, the gross specimen or microscopic slides were available 
for study and reconsideration in all cases. These were carefully 
reviewed and the tumours graded, according to cell differentia- 
tion, and loss of polarity into four grades, corresponding more or 
less closely to Healy’s and Cutler’s classification. Those cases 
falling in Grades I and IV, least and most malignant respectively, 
were readily classified and represented clear-cut, easily identified 
microscopic pictures. Grades II and III were not so distinct. (See 
Figs. I, 2, 3, 4.) In arriving at a decision in regard to the grade 
of malignancy in any. particular tumour, the most malignant 
area found was considered the index for grading. It was our 
experience that, in some cases at least, marked variation of the 
microscopic picture occurred in the same tumour and such obser- 
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vation raised doubts as to the accuracy of the grading of adeno- 
carcinoma of the body of the uterus on relatively scant biopsy 
material obtained by curettage. Some curettings (Fig. 5) were 
diagnosed adenocarcinoma, Grade II, and when the uterus was 
available for study the tumour was classed in Grade IV (Fig. 6). 
The marked variation which occurs in a simple tumour is well 
demonstrated in Figs. 7 and 8, sections taken from different 
sites in the same neoplasm. 

We do not use the term adenoma malignum. Von Hansemann 
in 1900 concluded that adenoma malignum differed in no way 
from carcinoma and should not be especially classified. We have 
observed so called adenoma malignum develop into a relatively 
anaplastic Grade III adenocarcinoma in a period of 5 years. The 
radio-sensitivity of the tumour did not show any change during 
this time. It has become increasingly evident to us in histological 
study of adenocarcinoma of the body of the uterus that the least 
malignant appearing carcinoma has all the potentialities of the 
histologically more malignant type, and may give rise to 
secondary tumours considerably more anaplastic than the 
primary tumour. 

Six tumours in this series showed small areas of metaplasia of 
the columnar epithelial cells to the squamous type with some 
showing actual keratinization (Fig. 9). One case presented such 
areas in a secondary nodule in the bowel without evidence of 
metaplasia in the primary tumour. 

Table I shows the cases grouped according to grade of malig- 
nancy. It is noted that the majority of cases are found in Grade I] 
and III, and the minority in Grade I. 


TaBLe I. 
Grade of malignancy Number of cases 


The gross specimen was available for study in 34 cases. The 
pathological extent of the disease was classified as early, 
moderately advanced, and advanced, depending on the size of 
the tumour and the extent of invasion. 

Table II presents the cases so classified, and shows the paucity 
of early cases and the relatively large number of advanced cases. 


34 


2 


CARCINOMA OF THE BODY OF THE UTERUS 


TaBLeE II. 

Extent of disease Number of cases 
Moderately advanced... ... 12 


To determine if any relation could be demonstrated between 
grades of malignancy, extent of disease, and duration of symp- 
toms, two tables were prepared. It is evident from them that in 
this series no such relation is shown. This result is the same as 
we noted in a study, as yet unreported, of a larger series of cases 
of carcinoma of the cervix. Whether these results are due to 
inaccurate history-taking, poor observation on the part of the 
patient, or represent the true story it is impossible to say. Simi- 
larly a definite relation could not be demonstrated between the 
grade of malignancy and the pathological extent of the disease. It 
is, however, of some interest to note that no advanced tumour was 
diagnosed as Grade I carcinoma. Of the 29 moderately advanced 
and advanced tumours 7 were Grade IV. These facts may be 


Taste III. 
Duration of symptoms 
Grade of malignancy (months) 
II 18 


Three cases excluded with symptoms of 16, 12, and 15 years. 


TABLE IV. 
Duration of symptoms 
Pathological extent of disease (months) 
Moderately advanced... 20 


* One case without symptoms. 
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interpreted in two ways. Firstly, that the less anaplastic carci- 
noma, growing more slowly, fails to become extensive before the 
disease is diagnosed; or secondly, as the carcinoma becomes larger 
and more extensive it has a tendency to become more anaplastic 
and undifferentiated. It is evident that in this series of cases the 
grade of malignancy, as determined by histological study of the 
tumour, has little relation to the extent of the disease or duration 
of symptoms when the patient first presents herself for treatment. 

Table V summarizes 16 cases treated between the years 1928 
and 1932, and shows both 5-year survivals and deaths correlated 
with grade of malignancy and extent of disease. The number of 
cases presented in this table is small and the individual groupings 
are admittedly too small for a basis of positive opinion in regard 
to the value of malignancy grading of carcinoma of the body of 
the uterus, nevertheless it is quite evident that even in a small 
series of cases the most important single fact that the prognosis 
should be based on is the gross extent of the disease. Of the 9 
deaths in this group, 6 occurred in advanced cases of malignancy. 


TABLE V. 

Five-year survivals (7 cases) Five-year deaths (10 cases) 
Grade No. of cases Grade No. of cases 
I I | 2" 

II 3 : 2 
Ill I : 3 
IV 2 IV 3 
* 1 died post-operative peritonitis. 
Extent of disease No. of cases Extent of disease No. of cases 
Moderate Moderate ..._... 2 


Advanced ... 


Advanced ... se 6 


t 1 post-operative. 


The results of post-mortem examination of 7 patients who died 
in hospital are tabulated in Table VI, showing the immediate 
cause of death and the site of metastatic growths. In this group 
of patients dying from carcinoma of the uterus and its sequelae 
3 were free of distant metastatic growths and death was due to 
direct spread of the disease. 
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TaBLeE VI. 
Cause of death Site of secondary carcinoma 
Intestinal obstruction ...  ... Local spread. 


adjacent structures. Metastatic 
tumour nodule in spleen. 


General Secondary in liver. 

NO @videmtcanse Disease confined to uterus. 

uterus. 

Secondary carcinoma of brain ss Secondary carcinoma of bowel 


and bladder. Direct spread. 
Secondary carcinoma of liver, 


spleen and lung. Multiple peri- 
toneal nodules. 


CLINICAL FEATURES. 

Age and parity. The average age of the 55 patients was 58 
years. The oldest patient was 76 years old while 3 patients were 
only 42 years of age. It was interesting to find that 10 patients 
were women under 50 years of age. It is evident that the diagnosis 
in these cases between functional bleeding of the menopause and 
malignancy might well be confusing. Twenty-seven patients were 
nulliparae, 23 were multiparae, and 9 women had had 5 or more 
children. 

SYMPTOMS. 

Bleeding was the cardinal symptom. Thirty-two patients 
developed post-menopausal bleeding. In 11 women the meno- 
pause had never been established, and they reported continued 
excessive and irregular bleeding. In the rest of the patients, 
although bleeding occurred, the chief symptom was vaginal 
discharge, variously described as occasionally blood-stained, 
dark brown, profuse and foul smelling, watery, and, in one of 
the younger women, as the discharge of quantities of mucus, 
always preceded by abdominal pain. The progress of the disease 
was not characterized by pain but, much more frequently, by 
weakness and loss of energy. 


SIGNS. 
The physical signs of carcinoma of the body of the uterus are 
variable. Forty-nine patients were examined in the clinic before 
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treatment was begun. Eighteen patients had vaginal discharge : 
in 13 it was bloody, in 4 foul smelling, and 1 had a profuse mucous 
discharge. 

In most of the patients the appearance of the cervix was not 
unusual. It was described as normal in 24 and atrophic in 6 
women. It was catarrhal in 6 patients, and in 6 others it was 
patulous, suggesting an abnormal uterine content. A cervical 
polypus was present in 4 cases, and in I case friable material 
was projecting from the cervix. 

The size and shape of the uterus varied considerably. It was 
enlarged in 34 patients, normal in size in 7, and atrophic in 8. 
Distortion of the uterus was absent in the majority of cases, but 
in 14 a nodularity was noted, and in 8 of these it was definitely 
due to fibroids. In 5 patients the uterus was fixed: in one case 
the uterus was retroverted and boggy. 

Two patients had secondary implants in the vagina. These 
were surface nodules on the anterior wall, one high up at the 
vault and the other immediately above the urinary meatus. In 
one case the preliminary diagnosis was carcinoma of the vagina, 
and curettage established the site of the primary tumour. In the 
other case the uterus was enlarged, the cervix was patulous, and 
the true diagnosis was readily established. 


DIAGNOSIS. 


The diagnosis of carcinoma of the body of the uterus is sug- 
gested by the symptoms and physical findings and established by 
curettage. None of the mistakes in diagnosis in this series would 
have occurred had routine curettage been done. Curettage was 
the means of diagnosis in 31 of 48 patients. The passage of a sound 
demonstrated a friable intra-uterine tumour in 3 patients, and 
once it was possible to use a curette through a patulous cervix in 
the examining room. 

The common association of uterine fibroids and carcinoma of 
the body of the uterus was seen in 22 of 55 patients. This com- 
bination caused a mistake in diagnosis a number of times. Three 
patients were referred for post-operative radiation, having had 
supravaginal hysterectomy performed for fibroids, the carcinoma 
being noted by the pathologist on examination of the specimen. 
One patient operated upon for a fibroid was found to have such 
parametrial extension from a corporeal carcinoma as to render 
complete hysterectomy impossible. 

Various other conditions caused mistakes in diagnosis resulting 
in delay in proper treatment. Two patients were treated for senile 
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vaginitis. There was an irritating vaginal discharge which was 
occasionally blood-stained, and in both cases the uterus was 
atrophic. In another an associated pelvic inflammatory condition 
with profuse purulent discharge masked the malignancy. A 
patient approaching the menopause and suffering from menor- 
rhagia was treated by irradiation on the assumption that it was 
not due to malignancy. Heyman’ has drawn attention to the 
“‘doubtfully malignant’ case. Two such were observed. Both 
were eventually diagnosed as malignant, but one had been treated 
inadequately with radium and the other had a supra-vaginal 
hysterectomy and the delay in diagnosis resulted fatally. 

There were 4 cases with cervical polypi, and in these cases. 
cursory examination might easily have attributed the symptoms 
to this benign lesion. 


THERAPEUTIC PROBLEM. 


We have always felt that panhysterectomy is the treatment of 
choice for pont le of the body of the uterus, and it is only 
recently that we have questioned this viewpoint. The tumour 
remains localized for a considerable time, so that radical opera- 
tions, such as those of Wertheim and Schauta with their high 
incidental mortality, are not necessary. Therefore with the advent 
of radium there has not been the same tendency to seek a non- 
operative method of cure as in the case of carcinoma of the cervix. 
In the past, irradiation has been confined to post-operative high- 
voltage therapy and radium used to treat those patients in whom 
operation was obviously undesirable. Now radium therapy is 
considered as an alternative to surgery, and a comparison of the 
results of treatment from centres where irradiation therapy is pre- 
eminent with those from surgical clinics using irradiation as an 
auxiliary shows a striking similarity. At the Radiumhemmet’ 
where only the apparent failures after radium treatment are 
operated upon, the 5-year cure-rate is approximately 45 per cent 
over a period of I9 years in a series of 310 patients. Norris and 
Dunne* of Philadelphia, whose treatment is largely surgical, 
reported a cure-rate of 44.5 per cent in 211 patients, and Gray 
Ward’, in a smaller series, 45.5 per cent. 

The treatment of each patient suffering from carcinoma of the 
body of the uterus presents an individual problem. Certain 
factors determine the method to be followed. Primarily important 
is the classification—operable, technically operable, and inoper- 
able. By technically operable is meant a removable tumour in 
which operation is precluded because of age, adiposity, or organic 
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disease. Gray Ward’ found that nearly 50 per cent of his patients 
were unfit for operation, and in our series of 55 we had 25 inoper- 
able cases. 

While it is granted that there is a variation in radiosensitivity 
of malignant tissue cells, we do not agree that biopsy by curettage 
determines the predominant cell type. Therefore we do not base 
our prognosis or treatment on such evidence. 

The association of carcinoma of the body of the uterus and 
fibroids results many times in distortion of the cavity of the 
uterus. Sampson'’ has emphasized the extreme difficulty in 
making a proper application of radium when such a complication 
exists. The application of a single or double tube of radium is 
generally inadequate except in a small uterus with a normal cavity. 
In order to secure an even and widespread application G. E. 
Richards, of the Institute of Radium Therapy, Toronto General 
Hospital, has devised a technique similar to that of Heyman 
in which the dilated cavity of the uterus is filled with as many 
Io mgm. tubes as it will contain, usually eight to twelve in 
number. (Fig. 10.) 

The development of metastases is generally a slow process. 
Unless a large mass develops it is often impossible to recognize 
the involvement of the ovaries, omentum, or pelvic glands with- 
out a laparotomy because of the thick abdominal wall so com- 
monly encountered. The surgical removal of metastases is more 
certain than to depend on high voltage therapy. In the cases under 
review the operative results have been satisfactory. Five patients 
had ovarian involvement of whom one is living at the end of 
6 years, one after 4 years, and one for a year since operation. The 
iliac glands were involved in another patient who survives 3 years, 
and 2 patients had omental secondaries removed, one of whom 
survives 4 years. On the other hand, attention must be drawn to 
a patient who was referred for post-operative therapy in 1934. 
She was 46 years of age and had suffered from irregular bleeding 
for 4 years when she consulted her doctor, and carcinoma of the 
body of the uterus was diagnosed. A supravaginal hysterectomy 
was performed, as the parametrium was invaded on both sides of 
the pelvis, making it impossible to remove all of the uterus. She 
was treated with fractionated high voltage and teleradium, and 
the massive involvement of the pelvis disappeared. Fifteen 
months later she returned with slight bleeding from a sinus at the 
lower end of the abdominal incision and biopsy revealed a 
secondary carcinoma. This lesion has also responded favourably 
to high voltage treatment. 
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Adenocarcinoma, Grade I. Well differentiated cells with little loss of 
polarity. Despite the very benign appearance of the tumour, this 
patient died in three years. (x 100.) 


Fic. 2. 


Adenocarcinoma, Grade II. (x 100.) 


Fic. 3. 


Adenocarcinoma, Grade HI. 100.) 


Fic. 4. 


Adenocarcinoma, Grade IV. (x 200.) 


Fic. 5. 
Microphotograph of curettings diagnosed Grade II. Marked shrinkage 
is evident in this microphotograph, but the well-maintained pattern 
of growth is shown. To be compared with Fig. 6, sections taken from 
deeper portion of tumour after hysterectomy. (x 200.) | 


Fic. 6. 


Microphotograph to be compared with Fig. 5, showing marked 
variation of biopsy material when sections were taken from deeper 
portion of the tumour after hysterectomy. (x 200.) 


— 


FIG. 7. 
This microphotograph, taken from the superficial portion of the 
tumour growth, presents a wide variation in microscopic picture 
when compared with Fig. 8, microphotograph taken from invading 
margin of the tumour in myometrium. (x 175.) 


Microphotograph of invading margin of the same tumour as shown 
im Pig. 7: (% 


Fie. 8. 


Fic. g. 
Adenocarcinoma showing areas of metaplasia and carly pearl 
formation. Such areas were evident in 6 of the 55 cases reported 
in this paper. (x 200.) 


: 


Fic. 10. 


An X-ray film of the pelvis showing ten 10-milligram tubes of radium 

in the uterus. The filter is 1-millimetre platinum and the sheath is 

aluminium. The distribution of the tubes is from the cornua of the 
uterus down to the cervical canal. 
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BiG: 
Microphotograph showing deep surface necrosis and residual 
adenocarcinoma. (x 100.) 
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Supravaginal hysterectomy is not a satisfactory operation for 
carcinoma of the body of the uterus. Dunne’’ reported a 5-year 
salvage of 53.7 per cent in a group treated by panhysterectomy 
but only 34.3 per cent in the incomplete operation. Seven patients 
in the series under review underwent supravaginal hysterectomy 
because a curettage had not been done and a correct diagnosis 
made, or else during operation it was found impossible completely 
to remove the uterus. Only 2 of these patients survived a year, 
and both had post-operative radium and high voltage. 

The immediate operative mortality is a question of the greatest 
importance. In this series 29 patients were operated upon with 
one death from post-operative haemorrhage and shock and 
another from post-operative peritonitis. This approximates the 
operative mortality rate generally associated with this disease. 
Radium treatment is not without danger. The atrophic state of 
the uterine wall, the depth of invasion of the tumour, and the 
degree of associated necrosis are all unknown factors which 
increase the risk of perforation of the uterus or complete dis- 
integration of the organ after treatment. One patient coming to 
autopsy presented the latter state. 

The judicious use of surgery and irradiation therapy will 
accomplish the best results in treating carcinoma of the body of 
the uterus. Panhysterectomy is to be performed if the growth is 
operable, and we agree with Healy® and his associates at the 
Memorial Hospital that pre-operative radiation will increase the 
hope of cure. The application of radium, giving a dose of 3,600 
mgm. hours, is made as soon as the diagnosis is established. 
Panhysterectomy is performed 6 weeks later and is followed by 
fractionated high voltage therapy. Fig. Ir is a microphoto- 
graph from a case so treated. It is to be noted that although 
malignant tissue survived 3,600 mgm. hours of radium there was 
no surface malignancy, and the virility of tumour cells deep in the 
uterine wall appeared decreased. 

The results of treatment of the technically operable group of 
patients by radium should closely approximate the surgical 
results for the operable group. Two applications of radium are 
made, 4 to 6 weeks apart, to establish a dose of 5,000 to 
6,000 mgm. hours. Fractionated high voltage therapy is given 
except in the extremely obese or very elderly patient. Even the 
inoperable case will often show such a degree of response to 
treatment by radium and X-ray as to result in the relief of 
symptoms and the prolongation of life. 
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VII 
Five-Year Results of Treatment. 


No. of Cases. Living. Dead. 


@paraple case 12 7 5 
(all in one year) 
Technically operable... I 
(in three years) 
Tnoperable fo) 4 
(one lived sixteen months) 


Table VII presents the results of treatment up to 1932. At this 
time an attempt had not been made to combine radium therapy 
and surgery. We believe that it is not a criterion of what may be 
expected with the present method of treatment. 

Post-operative recurrences have proved to be of grave sig- 
nificance. Secondary carcinoma in the stump of the cervix after 
supravaginal hysterectomy, in the vagina, spine, liver and lung 
has been unresponsive to treatment and invariably fatal. 


CONCLUSIONS. 


1. Biopsy material obtained by curettage is not satisfactory for 


the grading of carcinoma of the body of the uterus. 

2. The extent of the disease, the grade of malignancy of the 
tumour, and the duration of symptoms do not bear any relation 
to one another. 

3. The grade of malignancy-of the tumour did not have any 
prognostic value in this series. 

4. The most important symptom of carcinoma of the body of 
the uterus is bleeding. 

5. The diagnosis of carcinoma of the body of the uterus is made 
by curettage. 

6. The treatment of carcinoma of the body of the uterus must 
be individualized. Pre-operative radiation, total hysterectomy, 
and post-operative high voltage therapy for the operable and 
radium high voltage for the technically operable case will give the 
best results. 
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A Case of Teratoma of the Neck of a Foetus with 
Acute Hydramnios 


BY 


J. ST. GEORGE WILSON, 
M.C., M.B., Ch.M. (Liver.), F.R.C.S. (Eng.). 


Hon. Obstetric and Gynaecological Surgeon, Royal Infirmary, 
Liverpool. 


THE patient, 40 years of age, has had two children, the last born 
5 years ago. Her menstrual cycle was normal and regular, and 
her periods lasted 4 to 5 days every 28 to 31 days. The last period 
was normal and occurred on February 2, 1933. 

The pregnancy progressed in a perfectly normal manner until 
the beginning of July (22 weeks) when she noticed the commence- 
ment of abdominal malaise. About the third week in July, she 
noticed that the abdomen had increased markedly in size since it 
had become uncomfortable, and she further complained of greatly 
increased discomfort during the last few days. She had also 
recently complained of dyspnoea, but was not troubled with 
vomiting. Her doctor had noticed a great increase in the size of 
the abdomen, during a period of 4 days. 

On examination the skin of the abdomen was white, stretched, 
and shiny. 

On palpation, the uterus was felt to be tense, and about the 
size of a 34 weeks’ gestation (the period of amenorrhoea was then 
25 weeks). The foetus could be ballotted low down in the right 
side of the uterine cavity. 

An X-ray examination was made, and revealed a foetus which 
appeared to be about the size of a 26 weeks’ gestation; it had 
an extended head, but otherwise appeared normal. The sig- 
nificance of the extension of the head was not apparent until the 
foetus was delivered. 

Owing to the maternal distress, it was decided to relieve the 
intra-uterine pressure by drainage of the liquor amnii. This was 
attempted by puncture of the uterus through the abdominal wall, 
the intention being to withdraw sufficient liquor amnii to make 
the patient comfortable without initiating labour. For an unex- 
plained reason, this project failed, so the membranes were rup- 
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tured through the cervical canal, which lead to a great gush of 
liquor amnii; the loss of which could not be controlled. The rapid 
shrinkage of the uterus which occurred, lead to a partial separa- 
tion of the placenta, which gave rise to a smart haemorrhage. 
This was soon arrested spontaneously, by further retraction 
of the uterus, on to the foetal body. 

Labour commenced soon after, and was completed in about 
14 hours. The foetus was born dead, with the tumour presenting, 
and without any difficulty, the placenta following immediately 
without excessive haemorrhage. The puerperium was uneventful. 


THE FOETUS. 


The foetus is a well-developed female of about the size of a 
25 weeks’ gestation. Its length is rz inches, and its weight with 
the tumour 2} pounds. 

The tumour is an irregular swelling about 4 inches long and 
44 inches wide, is situated on the front of the neck, and extends 
from the chin above, which is in the fully extended position of 
the head, to the top of the manubrium sterni below, overhanging 
the upper part of the thorax. (Fig. 1.) 

At each side of the neck the tumour extends to the mandible 
above, and lower down displaces the sterno-mastoid muscles out- 
wards. The circumference of the tumour is about 10? inches. 
(Fig. 2.) The consistence of the tumour is irregular. The skin 
covering it is normal except on the right side where it is dis- 
coloured over the area which was presumably the presenting part, 
and in this situation also, it has been split. 

On sagittal section (Fig. 3) the tumour is seen to have a firm 
attachment to the base of the tongue and front of the larynx, but 
elsewhere it can be seen to be encapsuled, and separate in its 
lower part from a structure which microscopically shows the 
structure of the foetal thyroid gland. 

Its cut surface, in one part, is soft and heaaliice. and in another 
shows the presence of one or two small cysts with smooth walls. 

Trabeculae radiating from the root of the tongue can be seen 
radiating towards the free skin surface. At one place, cartilage 
can be felt in the soft tissue. 

On microscopic examination, areas of embryonic cartiiage can 
be seen with portions of well developed cartilage, in one place 
showing ossification (Fig. 4). 

Fig. 5 shows the presence of a ring.of cartilage lined by cubical 
epithelium, suggestive of a bronchus. There is an area ot 
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columnar epithelium showing goblet cells suggestive of large 
intestine (Fig. 6) and another of neuroblastic cells suggestive of 
the central nervous system (Fig. 7). 


THE PLACENTA. 


The weight is 2 pounds } ounce which is almost equivalent to 
that of the foetus. The maternal surface is broken up and about 
one-third is occupied by white infarcts. 


In the literature there appears to be a good deal of uncertainty 
as to the origin and nature of these tumours situated in front of the 
neck. 

Before microscopical examinations were made, they were 
regarded and described as tumours of the thyroid gland. Later, 
when routine microscopic examinations were made, it was noted 
that the tumours did not contain thyroid tissue, but did contain 
elements arising from the three original embryonic cell layers and 
were, therefore, regarded as teratomata. 

A. W. Russell and Kennedy,’ and L. C. Pusch and Nelson,’ 
still described such tumours as teratomata of the thyroid gland, 
while Ekkert Peterson* described them as teratomata of the neck, 
and believed them to be distinct from the thyroid gland. 

Ballantyne‘ in his Antenatal Pathology refers to tumours of the 
thyroid, and names them ‘‘Congenital goitre’’, or ‘‘Intra-uterine 
goitre’’. 

Ekkert Peterson’ in 1934 reported a personal case, also asso- 
ciated with acute hydramnios, and gave a résumé of the literature. 

He stated that such a tumour is rare, only about 20 cases up to 
that date having been reported, though he thought that in early 
days some cases were mistaken for, and described as, tumours of 
the thyroid. In this connexion all modern obstetric books give 
thyroid tumours as one of the causes of face presentation. 

He quoted Wetzel,*® and Hunziker,’ and agreed with them, that 
these tumours were probably all teratomata which could be 
proved by demonstrating the presence of representatives of all 
three layers of the ovum, though on occasion the thyroid may be 

difficult to demonstrate apart from it. 

He quoted Hunziker,* as having described a case associated 
with hydramnios which caused acute symptoms, and mentions a 
number of authors: Hunziker,’ Pupovac,’® Vonwiller,"’ and 
Billig,’ who recorded that their cases had been delivered with 


46 


Ke 


TERATOMA OF THE NECK OF A FOETUS 


great difficulty on account of the tumour’s interfering with the 
after-coming head, or preventing a cephalic presentation from 
being delivered, even after perforation of the skull. 

Ekkert Peterson states that, although the majority of such 
foetds are still-born, it has been reported that a few have been 
born alive, and operations have been undertaken to effect removal 
of the tumour to relieve respiratory embarrassment. He quotes 
three cases cured by operation by Schimmelbusch,'* Swoboda,"* 
and Poult,’* and two cases in which operation failed, by Gilles'* 
and Pupovac,’’ and insists that in cases born alive, operation 
should be undertaken as soon as possible. 

Lewis C. Pusch and Chas. M. Nelson’* in 1935 described a 
personal case associated with hydramnios. They collected 43 
reported cases of teratoma of the thyroid up to that date, of which 
they say that 28 were probably true teratomata. These authors do 
not include the case reported by Ekkert Peterson, which was 
reported simply as a teratoma of the neck, but they give a very 
full bibliography which to a great extent corresponds to the good 
one compiled by Peterson. 
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FIG. 5. 
Calcified cartilage. (x 45.) Ring of cartilage lined by columnar epithelium 
suggestive of bronchus. (x 45.) 


Columnar cells. Neuro-blastic cells. (x 100.) 
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The Effect of Vitamin E Deficiency on the Rat* 
BY 
M. M. O. BarriE, B.Sc. 


EVANS AND Burr’ found that rats fed on a diet deficient in a 
fat-soluble factor present in wheat germ oil, developed a type of 
sterility. They termed this factor, necessary for the fertility of 
the rat, vitamin E. The vitamin has since been found necessary 
for the continuance of normal pregnancy in other animals, it has 
been used successfully in veterinary practice (Vogt Moller’) and 
clinical evidence shows quite clearly that it is necessary in man 
(Currie,* Watson and Tew,* Shute’). Vitamin E deficiency in 
the rat is characterized by sterility of a very definite type; 
placentation occurs but gestation is not carried to term as the 
foetis are absorbed in utero. This phenomenon, termed by 
Evans, resorption, is chacteristic of vitamin E deficiency. The 
exhaustive studies of Evans® showed that development of the 
foetis is slow but normal up to the thirteenth day of pregnancy 
at which time they die and are gradually resorbed. 

Resorption in these sterile rats can be prevented if the animal 
is treated with an adequate dose of vitamin E. 

In the first paper’ of this series experiments were described 
which showed that vitamin E influences the length of gestation 
in the rat, partially deficient animals failing to develop all the 
ova implanted with the result that resorption of some of the 
foetiis delays the development of the others. 

In the second paper* it was shown that vitamin E is normally 
secreted in the milk of the lactating doe and that if she is 
deprived of the vitamin, paralysis ensues in the young. This 
paralysis can be cured by administration of vitamin E to the 
suckling rats. 

The third paper’ dealt with the degeneration and pigmenta- 
tion which occurs in the uterine muscle of rats suffering from 
chronic vitamin E deficiency. 

In the present series of experiments, female rats were fed on 
a vitamin E-free diet from weaning (Barrie’) when they weighed 


* From the Physiological Laboratories of The British Drug Houses, Ltd., 
London, N.1. 
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about 28 gms. This vitamin E-free diet contains adequate 
amounts of the other vitamins and is capable of curing the 
deficiency in rats deprived of vitamins A, D or B. Daily vaginal 
smears were taken of the vitamin E-deficient rats from the time 
they reached a weight of about 150 gms. When on full oestrus, 
they were mated with fertile males, and implantation was con- 
firmed by the detection of blood in the vagina (placental sign) 
between the tenth and thirteenth days after mating. The animal 
was then weighed daily until a litter was born or until it had 
regained its normal weight. This procedure involved very care- 
ful daily examination of the animals. The present record is of 
667 gestations undergone by rats killed between March and 
October 1938. 

In 38 of these gestations very definite signs of a toxic con- 
dition were observed. None of these rats became ill until after 
placentation had taken place, but the time of onset of the symp- 
toms varied in different cases. In every instance the condition 
was easily recognizable: the animal became listless and did not 
eat its food, there was a marked loss of weight, the hair became 
rough and the animal crouched in a corner of its cage in obvious 
discomfort. In the more severe cases there was bleeding from 
the mouth, vagina and rectum. Unfortunately in most cases the 
origin of these haemorrhages was not found. 

The 667 gestations have been divided into four groups accord- 
ing to the nutritional condition of the animal at the beginning of 
pregnancy. 

Group 1. Gestations of animals which had received the 
vitamin E-free diet for 5 months or more and which had not 
received any dose of vitamin E for at least 3 months before 
the gestation under consideration. All these gestations resulted in 
resorption. 

Group 2. Gestations of animals which had received the 
vitamin E-free diet for 4 months or less and which had not 
received any dose of vitamin E. All these gestations resulted in 
resorption. 

Group 3. Gestations of animals which had been fed on the 
vitamin E-free diet long enough to ensure sterility but which had 
received a small but inadequate dose of vitamin E at the com- 
mencement of the pregnancy. The inadequacy of the dose was 
assessed by the fact that the dosed animals failed to produce a 
litter, or else the litter was born dead. 

Group 4. Gestations of animals which had been fed on the 
vitamin E-free diet long enough to ensure sterility but which had 
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received a dose of vitamin E at the beginning of pregnancy which 
was large enough to result in the birth of a living litter. 
Group 5. Control group of 667 gestations in our breeding- 
stock rats, which are maintained on a diet rich in vitamin E. 
The following table gives the incidence of the toxaemia in 
each of these groups: 


Number Number in Percentage of Percentage of 
Group of which toxaemia_ incidence of total cases of 
number gestations occurred toxaemia toxaemia 
I 215 5 2.32 13.5 
2 225 4 1.77 10.4 
3 135 27 19.4 71.0 
4 93 2 2.15 5-2 
667 38 5.69 100.1 


* Stock rat controls. 


It will be seen that 71 per cent of the cases of toxaemia occur 
in group 3, that is among the animals which had received a 
small but inadequate dose of vitamin E, and this seems to 
indicate that the toxaemia is typically associated with partial 
deficiency of vitamin E. Most of the cases which occur in the 
other groups can be explained on this hypothesis. In group I, 
2 of the 5 animals which became toxic had received a large 
dose of vitamin E, but the dose had been given such a long time 
before gestation that it was considered that these animals were 
correctly placed in group 1, although there is the possibility that 
they retained a trace of this dose at the commencement of gesta- 
tion, in which case they should be included in group 3. A third 
animal in group 1 had been reared on a full diet, but had 
received the vitamin E-free diet for more than 4 months at the 
time of mating: it is again possible that its store of vitamin E 
was not quite exhausted. A similar explanation cannot be 
offered for the remaining 2 cases of toxaemia in this group. 

In group 2 there were 4 cases of toxaemia among 255 gesta- 
tions. One of these is readily explained by the fact that the 
animal had received the vitamin E-free diet for only 1 month 
after it was transferred from the stock diet. Of the remaining 
224 animals, all of which had received the vitamin E-free diet 
since weaning, 3 became toxic and all of these had received the 
diet for 3 months. 
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In making the division between groups 3 and 4, the end 
result of the gestation was considered as the criterion of 
adequacy of the dose and this has, in a few cases, necessitated 
putting animals which had received the same dose of vitamin E 
into different groups according to whether or not they produced 
a litter. This can be justified by the fact that if a certain dose 
produces a litter from an animal, then it is adequate for that 
animal, whereas it is inadequate for another animal which it 
does not enable to produce a litter. 

On first consideration this variation in response may seem 
surprising. A rat may receive twice the dose which has been 
found adequate for another rat and still resorb. Rats which have 
been fed on the vitamin E-free diet, for approximately 4 months, 
require a very much smaller dose of the vitamin to ensure a 
normal gestation than rats which have suffered from the 
deficiency for a longer time. The reason for this increased re- 
quirement of the vitamin is probably the progressive degenera- 
tive pigmentation which takes place in the uterine muscle with 
continued vitamin E deficiency (Martin and Moore,’ ** Barrie’). 

It must also be remembered that in experimental work of this 
type one is dealing with a very severe degree of deficiency and 
the size of dose required by these animals in order to bring their 
vitamin stores to a normal level would greatly exceed the amount 
required to enable those of them which have suffered from the 
deficiency for a shorter length of time, to carry a litter to term. 
A dose of vitamin E can, therefore, be active in a young 
vitamin E-deficient rat without being adequate for a rat suffering 
from more prolonged vitamin E deficiency and degeneration and 
pigmentation of the uterine muscle. 

In rats fed on the vitamin E-deficient diet used in this 
laboratory (Barrie’) it is found that the uterus shows very little 
increase in size after implantation and on about the nineteenth 
day it is usually filled with occult blood. The placental sites can 
be clearly seen, but there is no sign of macerated foetis on 
macroscopic examination. If the animal has been given a small, 
but inadequate dose of the vitamin, then development of the 
foetiis proceeds further before resorption takes place. These 
animals gain weight considerably and then the weight gradually 
falls to normal but a litter is not born. 

It is generally among such animals that toxaemia occurs. 
The condition is, therefore, associated, in some way, with 
resorption of considerable amounts of foetal material. 

A figure cannot be given for the mortality-rate from this 
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toxaemia as many of the animals were killed in order to obtain 
fresh tissues for microscopic examination. A few animals re- 
covered but in the majority of cases the symptoms increased in 
severity so rapidly that death took place within 3 days. 

The animals were killed by cutting the throat in order to avoid 
any alteration of the tissues by chloroform. The staining 
methods used were: Sudan IV and haemalum for the examina- 
tion for fat, and von Kossa’s silver nitrate stain for the 
examination for calcium deposits in the kidneys. 

The following are the histories of some of the animals in 
which the toxaemia occurred, together with the details of the 
examinations made: 


Rar 1157. This rat was 8 months old and had been on the 
vitamin E-free diet since weaning. Its first pregnancy occurred when it 
was 4 months old and resulted in resorption. Its second pregnancy 
occurred when it was 8 months old. A dose of vitamin E concentrate, 
which was thought to be adequate, was given on the first day. Pregnancy 
was normal until the nineteenth day, at which stage the animal lost 
weight rapidly, seemed moribund by the twenty-second day, and had 
to be killed. 

Post-mortem findings. Eight foettis, practically at term, were removed 
from the uterus, one of them seemed to be undergoing resorption, but the 
others were living and apparently normal. There was some haemorrhage 
into the liver. 

Microscopic examination. Liver. The liver showed fatty infiltration. 
Kidney. A few stones were found in the lumen of the tubules, but there 
was not a detectable amount of albumin. There was a large amount of 
fat in the tubules. 


Rat 330. This rat was 4 months old when it was mated and had been 
on the vitamin E-free diet since weaning. It started to lose weight 
rapidly on the seventeenth day of pregnancy and on the twentieth day 
it was found in a very bad condition with brownish blood on its fur 
round the nose and rectum. The animal had to be killed. 

Post-mortem findings. The liver was yellowish, with dark-red 
speckling, the spleen was large and the kidneys greyish. The uterus 
showed signs of 5 resorptions on the right side and 3 on the left side. 
Other organs were apparently normal. The sites of the bleeding from 
the nose and rectum were not found. 

Microscopic examination. Liver. The liver was loaded with fat, 
practically no normal tissue being left. Kidney. Fat was found in the 
cells of some of the convoluted tubules. A large number of calcium 
deposits were found in the medulla and some stones were located in the 
lumen of the tubules. Some of the glomeruli were completely destroyed. 
Many of the tubules contained albumin and some of the cells of the 
tubules were destroyed. 
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Rat 320. This animal had been fed on the vitamin E-free diet since 
weaning. It was mated when it was 5 months old and the pregnancy 
resulted in resorption. The second pregnancy occurred 3 months later 
and a small dose of wheat germ oil (0.4 millilitre instead of the 0.8 
millilitre usually required of this particular oil) was given on the day of 
mating. The animal gained weight until the sixteenth day of pregnancy, 
and from then until the twenty-first day there was a steady loss of 
weight, the weight being the same on the fourteenth and twenty-first 
days. It was listless, limp, and obviously ill. The animal gained 
14 grammes between the twenty-first and twenty-second days, and a 
living litter of 5 was born on the following day. The animal made a 
complete recovery and was remated 3:‘months later, but was not given 
a further dose of vitamin E. Resorption took place without any signs 
of toxaemia. 


Rat 254. The animal was mated when it was 16 months old and had 
been on the vitamin E-free diet for 4 months. This pregnancy resulted 
in resorption and was followed by another 2 months later. A very small 
dose of vitamin E concentrate was given on the first day of pregnancy. 
The animal started to lose weight on the eighteenth day and its condition 
became progressively worse; it was killed on the twenty-first day. 

Post-mortem findings. The liver was dark and patchy. The intestine 
was distended with gas. The uterus showed signs of advanced resorption 
of a number of foettfis. The other organs appeared to be normal, 

Microscopic examination. Liver. The liver was congested, but only 
faint traces of fat could be seen. Kidney. Some of the first convoluted 
tubules contained albumin and there was some destruction of the 
tubule cells. 


Rat 385. This animal was fed on a vitamin E-free diet from weaning. 
It was mated when 10 months old and became ill on the tenth day of 
pregnancy, when it was found in very bad condition and its mouth and 
paws were covered in blood. Its coat was rough and it was not eating 
any food. It was killed and cultures were taken of heart-blood, spleen, 
and peritoneal fluid. All these proved sterile. 

Post-mortem findings. The liver was yellowish in colour with dark-red 
flecks. The spleen was dark but normal in size. The uterus was yellow, 
fairly small, and without visible foetal material; there was not any blood 
in the lumen. The site of the intestinal bleeding was not found. 

Microscopic examination. Liver. Fat was not found in the liver. 
Kidney. A large number of stones were seen round the periphery of the 
medulla and in the lumen of the tubules. 


Rat 353. The animal was 4 months old when mated and this was its 
first pregnancy. It had been fed on a diet containing a trace of 
vitamin E for the first 2 months after weaning and had received the 
vitamin E-free diet for a month before mating and during pregnancy. 
Implantation occurred at the normal time (thirteenth day) and was 
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followed by a slight increase in weight (Fig. 1). On the seventeenth day 
the weight began to fall and on the eighteenth day the animal was 
obviously ill; it lay huddled in a corner of its cage and did not eat any 
food. The condition became progressively worse and the animal started 
to bleed from the vagina on the twenty-first day. Bleeding continued 
for 2 days, then blood was found on the fur round the mouth and rectum, 
and since the condition of the animal was very poor it was killed in order 
to obtain fresh preparations of its tissues. 

Post-mortem findings. Small patches of blood were found in the 
uterus, which was small and contracted. The vagina was very distended 
and when opened was found to contain a dark-red mass about the size of 
a kidney. The mass looked as if it was attached to the remains of a 
placenta. The ovaries were fairly large and seemed normal. The kidneys 
were greyish and had a granular appearance. The liver looked fatty and 
was speckled with red. The other organs appeared normal. 

Microscopic examination. Mass in the vagina. This was macerated 
foetal material. Liver. Necrosis of the liver was not seen, but there was 
extensive fatty infiltration, most of the cells round the periphery of the 
lobules being loaded with fat (Plate I). Kidney. In occasional patches 
the cells of the first convoluted tubules were filled with fat. There was 
some destruction of the tubule cells. 


Rat 256. During the first 3 pregnancies, which resulted in litters of 
7, 9, and 5 respectively, the animal was fed on a normal diet. The a 
animal was then put on a diet which did not contain any vitamin E, and 4 
resorption took place during its next pregnancy; it was given a dose of 
vitamin E containing oil and mated 5 weeks later. It became ill on the 
fifteenth day of pregnancy and was killed on the seventeenth day, when 
it was found covered in blood which had apparently come from the 
mouth and nose. 
Post-mortem findings. The liver was pale, the stomach was distended 
and contained a hard mass of fur and diet. The intestine was filled with 
gas. The bleeding had originated in the intestine. 
Microscopic examination. Liver. Very little fat was found in the 
liver, which was normal. Kidney. A large amount of albumin was 
found and there was some destruction of the tubule cells. There were 
numerous large stones in the lumen of the tubules, particularly round the 
periphery of the medulla. 


The symptoms exhibited by the animals were closely similar 
and the histological findings showed similar conformity. In 
practically every case examined, the liver showed peripheral 
fatty infiltration but the renal changes were the most striking 
and consistent observation. The tubules contained albumin and 
in most cases calcium salts were deposited, particularly in the 
periphery of the medulla. In several cases fat was found in 
the tubule cells. 
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Most of the albumin was concentrated in the first convoluted 
tubule but in very severe cases its distribution was more wide- 
spread. In one case the glomeruli were almost obliterated. It is 
difficult to determine whether the albumin or the calcium salts 
represent the primary lesion, but the presence of albumin only 
in the first convoluted tubule in several animals is rather sug- 
gestive that the calcium deposition is secondary to the excretion 
of albumin. 

Figs. I to 6 illustrate the hepatic and renal changes observed 
in these rats. 

Fig. 1 shows the distribution of fat in the liver: it occurs 
chiefly round the periphery of the lobules. 

Fig. 2 shows the distribution of fat in the kidney of rat 1157. 
In the photograph the fat shows black against the grey counter- 
stain. 

Fig. 3 shows the distribution of stones in the kidney of rat 
330. They will be seen to be concentrated round the periphery 
of the medulla. 

Fig. 4 is a higher magnification of the same kidney and shows 
the stones lying in the lumen of the tubules. 

Fig. 5 shows the large amount of albumin in the kidney of 
rat 258, and the consequent destruction of many tubules. 

Fig. 6 is a lower magnification of the same kidney (258) and 
shows both albumin and stones. The tearing of the section was 
unavoidable owing to the large amount of calcium present. In 
the photograph the albumin is shown as even-staining grey 
material and the stones as irregular black masses. 

Although only approximately 5 per cent of vitamin E-deficient 
rats show recognizable signs of toxaemia during pregnancy, it 
has been found that the process of resorption always produces 
some degree of injury to the kidneys, although, as might be 
expected, this varies greatly between different animals. For 
some time past it has been a routine in this laboratory to kill any 
rat which has just completed a resorption gestation and to make 
a post-mortem examination. Many of these rats show macro- 
scopic renal changes, the surface of the kidney often being deeply 
pitted. On microscopic examination the presence of albumin in 
the lumen of the tubules together with degeneration of their cells, 
similar to that described in the toxic animal, are found, but in 
varying degrees. Before the practice of killing all animals which 
had undergone a resorption gestation was started, it was found 
that such animals lived for many months afterwards in appar- 
ently normal health, so that it seems certain that the destruction 


56 


re 


; 
{3 

wee 


- 

2 
‘a 


Fic. 5. 


| 


THE EFFECT OF VITAMIN E DEFICIENCY ON THE RAT 


of the kidneys does not progress after the process of resorption 
is completed and it seems likely that there is some degree of 
repair. 

From these observations on the kidney it may be assumed 
that resorption is in itself a toxic process. The figures given in 
Table 1 show that a recognizable degree of toxaemia occurs most 
frequently among those animals which have received a small 
but inadequate amount of vitamin E and in which the foetts 
develop to a considerable size. Obviously these rats absorb 
greater amounts of foetal material than the untreated animals 
which are suffering from a more complete deficiency. It may be 
concluded that the greater the amount of foetal material ab- 
sorbed, the greater the damage to the kidney will be. 

The cause of the toxaemia is obscure: it is certainly intimately 
related to the resorption of foetal material. It is possible that it 
is caused by the absorption of calcium phosphate from the foetal 
skeleton, but this hardly seems likely since the rats may become 
toxic as early as the thirteenth day of pregnancy, and when 
implantation has only just taken place it is unreasonable to 
suppose that the foettis could contain enough calcium phosphate 
to produce renal lesions in the mother. The condition of the 
kidney is, however, very similar to that produced by Duguid’® 
in rats fed on a diet containing an excess of sodium phosphate 
and vitamin D (40,000 units of calciferol daily and a diet con- 
taining 5 per cent sodium phosphate). On the assumption that 
the animals ate 10 gm. of food daily, the daily intake of sodium 
phosphate was 0.5 gm. Duguid found that the changes were 
very much less and only detectable on examination of the 
mitochondria, when the dose given was 2.5 ml. 20 per cent 
Na H.PO,, subcutaneously, i.e. 0.5 gm. Na H.PO, daily. Since 
it is hardly possible that the pregnant rats could be absorbing 
this amount from the foettis, the possibility that it is a direct 
phosphate nephritis can almost certainly be ruled out. 

It is extremely difficult to obtain sufficient blood from ill 
animals to make any analysis, but the serum calcium was 
estimated in one severely toxic rat which was 15 days pregnant. 
The value was found to be 8.8 mg. calcium per 100 c.c. serum 
instead of the normal value of approximately 12 mgm. From 
this it can be concluded that in this rat, at least, the toxaemia 
was not caused by absorption of calcium from the foetis. 

It then remains that the mother is absorbing some toxic 
substance from the foetus or placenta, or some substance which 
is toxic in the amounts absorbed. The toxaemia is definitely 
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associated with the resorption of foetal material brought about 
by the inability of the animal to continue gestation owing to the 
lack but not complete deficiency of vitamin E. 

From this it does not necessarily follow that this toxaemia is 
directly due to vitamin E deficiency: in the light of previous 
work (Barrie,"* Nelson,* which has shown that 
vitamin E exerts its action through the pituitary gland, it would 
be expected that this toxaemia is brought about by inadequate 
secretion of the anterior pituitary in the absence of which 
secretion, resorption .of foetal material occurs and produces a 
toxic condition in the mother. 

An attempt has not yet been made to prevent or cure this 
condition in rats by administration of anterior pituitary extract 
or by vitamin E, but it is to be expected that vitamin E will 
have no effect on an established toxaemia, although, if the 
previous surmise is correct, it should prove an effective pro- 
phylactic. On the other hand, anterior pituitary extract might 
prove effective in established cases, provided the toxaemia is not 
too far advanced. Experiments are in progress to test these 
points. When one considers that in order to produce vitamin E 
deficiency in the rat, it is necessary carefully to select the con- 
stituents of the diet, confining them to foodstuffs now known 
not to contain the vitamin or those from which it has been 
removed, it is obvious that complete vitamin E deficiency is 
unlikely to occur frequently in human beings. On the other 
hand, vitamin E is unstable and occurs only in milk, butter, 
wheat germ and a few fresh vegetables, particularly lettuce, so 
that a partial deficiency in some people is quite possible and 
even probable. 

Shute’® is of the opinion that the toxaemias of pregnancy, as 
distinct from eclampsia, are definitely associated with vitamin E 
deficiency. He finds that the commoner type of late toxaemia, 
the type which often ends in abruptio placentae responds well to 
treatment with vitamin E. 

In another paper Shute’’ states: ‘‘I believe, however, that 
a more sensitive test of E potency than the classical rat assay is 
the clinical response of a very common type of pregnant human 
patient, one having an incipient toxaemia of the kind which 
frequently terminates in premature placental detachment. Most 
of these women have enough vitamin E to carry the foetus to 
term, but they do not have enough to prevent the appearance of 
toxaemia of this particular sort. Wheat germ oil suitable for use 
in human pregnancy should do more than preserve pregnancy in 
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the rat or human being; it should protect the latter from this 
toxaemia.”’ 

Animal experiments should not be too hastily applied to the 
interpretation of clinical conditions but the clinical results of 
Shute give strong support to the possibility that these rat 
toxaemias may be analagous to some of the toxaemias of human 
pregnancy. If this is the case they bring forward a very interest- 
ing and important point, for they offer an instance in which a 
partial deficiency is more dangerous than a complete deficiency 
of a vitamin which is, I believe, a condition not previously 
encountered. It would seem worth while to bear in mind the 
possibility of a deficiency of vitamin E when investigating 
human pregnancy toxaemia. 


SUMMARY. 


An account is given of 667 rat gestations in 38 of which 
pregnancy was accompanied by toxaemia. All the animals used 
were suffering from some degree of vitamin E deficiency and 
71 per cent of the cases of toxaemia occurred among the animals 
in which this deficiency was not complete but was sufficiently 
severe to prevent the birth of a living litter. 

The pathological changes found included fatty infiltration of 
the liver, deposition of calcium salts in the kidneys which also 
showed large amounts of albumin and associated degeneration 
of the tubule cells. 

It is concluded that this toxaemia of pregnancy in the rat is 
caused by the absorption of foetal material. 

I wish to thank Miss I. Harley and Mr. W. Searle for their 
care of the animals and preparation of the material. 

I am indebted to Dr. J. Davidson and Dr. A. S. Parkes for 
help with some of the frozen sections, and to Prof. J. Young, 
Prof. Payling Wright and Dr. S. W. F. Underhill for much 
helpful advice. I also wish to thank Dr. F. H. Carr and the 
other Directors of The British Drug Houses for permission to 
publish the work. 
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INTRODUCTION. 


IT is now approximately I00 years since Sir James Simpson 
showed how the pains of labour in childbirth could be relieved by 
the administration of chloroform and it was hoped that with this 
discovery labour would be “‘ robbed of its terrors’’. Such, how- 
ever, has proved not to be the case. Chloroform has on occasions 
led to the death of the patient because some practitioners tried to 
obtain absolutely painless labour in every case without full know- 
ledge of the dangers and limitations of this anaesthetic, and this 
postponed the moment when we can hope to give relief from pain 
to the great majority of women. To-day there is a very real danger 
that disaster may overcome the efforts of those who are trying te 
relieve pain by modern methods, because the patient is insistent 
that she must not have the least pain. Practitioners in trying to 
respond to this demand sometimes give sedative drugs in too large 
doses, or anaesthetics in too high a concentration. The fact should 
be faced that we cannot at the present time, with absolute safety, 
promise to relieve all pain in every case of childbirth. 

One of the most important investigations into the value of 
analgesia in labour that has ever been carried out in any country 
was that by the British College of Obstetricians and Gynae- 
cologists.'. The College investigated the analgesic properties and 
the safety of paraldehyde, chloroform, and nitrous oxide gas 
and air. Chloroform was found to give relief from pain but was 
not considered absolutely safe. Paraldehyde was unsatisfactory, 
but nitrous oxide in air gave relief from pain in a high percentage 
of cases, and was found to be without danger to mother or child. 

In summarizing their conclusions with regard to the particular 
61 


my 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


methods of analgesia which were investigated, the Council of the 
College stressed the need for an increased study and teaching in 
the art of producing obstetric analgesia, and stated that it felt that 
there had been a tendency in the past to regard obstetric analgesia 
as a half-hearted surgical anaesthesia which had resulted in a 
number of unsatisfactory results in the past, and it believed that 
the production of satisfactory obstetric analgesia is a matter re- 
quiring special education and experience. 

The Council, nevertheless, did not consider that a proportion 
of unsatisfactory results was necessarily a reason for withholding 
analgesia from patients attended by midwives. If certain condi- 
tions of safety could be ensured, even a high proportion of failures, 
so far as relief from pain was concerned, would be no reason for 
not attempting to achieve success in every case. 

The Report summarizes the results of the investigation as 
follows : 


THE MINNITT GAS-AND-AIR APPARATUS. 


““Gas and air administered by the Minnitt apparatus is a safe 
and satisfactory method of producing analgesia, although the 
apparatus is expensive and the nitrous oxide costly. It is recom- 
mended that its use be extended to the practice of midwives pro- 
vided they are specially trained in its administration, and to 
hospitals where there is no resident medical officer, provided that 
medical examination of the patient has been made to ensure that 
there is no contra-indication to the administration.’’ 


CHLOROFORM. 

‘Chloroform by any method should not be used by midwives 
acting alone. This conclusion has been reached with regret, but 
both immediate and delayed dangers, which are well recognized, 
occurred in this investigation, and it is not possible fully to guard 
against such occurrences if the administration of chloroform is in 
inexperienced hands. This finding should not, however, be taken 
as prejudicing the use of chloroform by registered medical prac- 
titioners, who, aware of the dangers, can take precautions to 
lessen the risks.”’ 


PARALDEHYDE per rectum. 


‘‘Paraldehyde per rectum cannot be recommended for use by 
midwives, mainly because it does not provide adequate analgesia 
at the time of the actual birth of the child.’’ 
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NITROUS OXIDE AND OXYGEN. 


American anaesthetists showed over twenty years ago that by 
means of nitrous oxide and oxygen the pains of labour could be 
relieved with safety, but there are difficulties associated with gas 
and oxygen in that the presence of a trained anaesthetist is neces- 
sary at the bedside of the patient for long periods, the apparatus 
is expensive and not readily portable, and the cost of gas and 
oxygen is an important consideration. 

It must be admitted that when expense is no object and when 
the services of an experienced anaesthetist can be obtained, the 
administration of nitrous oxide and oxygen has certain advan- 
tages over nitrous oxide and air. With this type of anaesthetic 
20 per cent oxygen and 80 per cent nitrous oxide seems a satisfac- 
tory mixture, and it is possible to increase the percentage of 
nitrous oxide without causing any injury. 


COMPARISON BETWEEN GAS-AND-OXYGEN AND GAS-AND-AIR. 


It is well to contrast the use of nitrous oxide and oxygen and 
nitrous oxide and air. For the use of nitrous oxide and air the 
apparatus is relatively simple and can be left in the charge of a 
nurse, or midwife, without necessitating the presence of an anaes- 
thetist; the cost of the gas is not prohibitive and the results are 


good, provided attention is paid to small details. On the other 
hand, almost perfect analgesia can usually be given with gas and 
oxygen when administered by skilled anaesthetists, although 
occasional failures are met with, but these are less numerous than 
with gas and air. 

The fact that some patients obtain relief from gas and air and 
others do not get relief has been ascribed by some people to the 
susceptibility of the patient to this form of analgesia. In my 
opinion it is only a matter of concentration of the nitrous oxide, 
since on several occasions I have attended patients in more than 
one confinement, and when they have told me after the first con- 
finement that gas and air was unsatisfactory, I have, in subsequent 
confinements, administered gas and oxygen with complete success. 


NITROUS OXIDE AND AIR. 

Minnitt’s apparatus. In October, 1933, Minnitt of Liverpool 
produced an apparatus from which it is possible to administer 
nitrous oxide mixed with air, and the apparatus is so adjusted that 
the patient never obtains a sufficiently high percentage of nitrous 
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oxide to become anaesthetized. It is automatic in action, and the 
patient can obtain analgesia for herself from the administration of 
gas and air from the Minnitt machine. Great relief from pain is 
obtained, although absolute relief from all pain is not given in 
every case. 

At the Wellhouse Hospital in a series of 1,800 cases we found 
that 1,063, i.e. 59 per cent of patients, experienced complete relief 
from all pain after the gas and air was started, and in addition, 
728, i.e. 40 per cent, obtained considerable relief, and only 17 
patients were in no way affected. 

Gas and air can be administered over a period of many hours 
and an ill effect of any kind has not been noticed from its use. 

The only objections to the use of gas and air are: (1) absolute 
relief is not obtained in every case; and (2) if the administration 
lasts for a long period, considerable quantities of gas might be 
used. There appears to be the same solution to both these 
difficulties, namely, the administration of sedative drugs early 
in labour. 

It has been found that when sedative drugs are given in the 
early stages of labour, the gas and air are much more effective in 
relieving pain, and also it is unnecessary to start the gas so soon. 
It must, however, be admitted that a sedative drug which is abso- 
lutely reliable for this purpose is not yet obtainable. Morphia 
appears to be the most satisfactory and should be given in }-grain 
doses early in labour. Other sedative drugs have given satisfac- 
tory results, but their place is in institutional midwifery rather 
than in domiciliary midwifery. 

When administering gas and oxygen or gas and air, the amount 
of analgesia obtained is directly proportional to the percentage of 
nitrous oxide in air or oxygen, and when patients do not respond 
very well, we can increase our percentage of nitrous oxide to a 
much higher degree when gas and oxygen are being used than 
when gas and air are being used. 

At the Wellhouse Hospital we have found that 60 per cent 
nitrous oxide gas in air gives very good analgesia without any ill 
effects. Anything over 60 per cent produces cyanosis in a certain 
number of cases, although not in all. Anything under 60 per cent 
frequently fails to give adequate analgesia. 

Some patients tolerate a very high percentage of nitrous oxide 
in air, especially in the first stage of labour, and cyanosis is really 
noticed only when the bearing-down stage is reached, when, if the 
percentage of nitrous oxide rises too high, the patient becomes 
blue. 
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When an experienced anaesthetist is in charge of the gas and 
air, satisfactory results can usually be obtained, because the per- 
centage of nitrous oxide can be increased up to the safety limit, but 
when midwives are in charge of an apparatus, the result is not 
always satisfactory because they are not allowed to alter the per- 
centage of nitrous oxide. 

The Central Midwives’ Board have now permitted midwives 
to administer gas and air to their own patients under certain con- 
ditions, but it has been decided, on the advice of the College, that 
all gas-and-air machines used by midwives must give a definite 
percentage (45 per cent nitrous oxide in air) at a definite negative 
pressure. 

When a Minnitt machine is being used this regulation is satis- 
factory, because the negative pressure said to represent a deep 
breath represents a very deep breath, and at this depth of inspira- 
tion the Minnitt machine gives only 45 per cent gas in air, but 
with a more shallow inspiration a much higher percentage of gas 
is obtained. It is possible with a very shallow inspiration to 
obtain 70 per cent nitrous oxide in air from a Minnitt machine. 

It has been found in practice that patients do not take quite 
such a deep breath as is represented by the standard negative 
pressure and thus they obtain rather more than 45 per cent of gas 
from a Minnitt machine. In my own experience, and in the 
experience of other observers, more satisfactory results are 
obtained from the Minnitt machine than from other machines 
which can give only an absolutely fixed 45 per cent nitrous oxide 
in air, whether inspiration is deep or shallow. 

It can be demonstrated that the standard Minnitt machine does 
give on an average more than 45 per cent in air by fitting a 
weighted check valve. The depth of the patient’s inspiration 
depends on the weight of the check valve; a deep inspiration re- 
quired to lift a heavy check valve and a shallow inspiration a light 
check valve. I have noticed that when a heavy check valve is 
fitted far less adequate analgesia is obtained. With a very light 
check valve (lighter than the standard pattern) it is possible to 
anaesthetize the patient. 

If an adequate percentage of gas in air is given and attention 
is paid to details, the administration of gas by Minnitt’s method 
marks a great advance. 

The patient must understand how to use the apparatus and 
must co-operate with the accoucheur. She must understand that 
she will not lose consciousness, but that her pains will be numbed. 
The patient must be told how to breathe in and out of the 
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facepiece, which must be a perfect fit, and she must understand 
that it is necessary to inhale the gas before she obtains relief from 
pain, so that when the bearing-down stage is reached she will 
take several breaths of gas before contracting her voluntary 
muscles of expulsion. 

It must be admitted that all pain is not relieved in every case. 
Minnitt claims that improved results are obtained from starting 
the inhalation of the gas shortly before the pain is due. He times 
the pains and then starts the gas shortly before a pain is expected 
to come, so that the patient has had several breaths of gas before 
the severity of the pain is felt. 

As already mentioned, improved results can be obtained from 
the administration of sedative drugs in the first stage of labour, 
but there are, however, objections to the use of these drugs. We 
have got to make the relief of pain in midwifery absolutely safe, 
and no sedative drug, with the exception of morphia, can be de- 
scribed as absolutely safe. Morphia, however, given early in 
labour is a great benefit. Some practitioners failing to obtain the 
required results from Minnitt’s method, have increased the per- 
centage of nitrous oxide in air, which can be done with safety in 
many cases, but the not uncommon practice of stopping up the air 
inlet with sticking plaster and administering pure gas anaesthesia 
with each pain cannot be too strongly condemned. 

Chassar Moir’ found that gas-and-air analgesia was not always 
satisfactory, and he found after using various types of gas-and-air 
machines many patients considered that the severity of the pains 
was unaltered. He felt that a common cause of inefficient 
analgesia was the inability of many women to inhale an adequate 
amount of nitrous oxide before the full force of the uterine 
contraction was upon them. He found that from the moment 
the patient had a warning sensation of pain coming, only 15 
seconds were available in which the gas could be inhaled before 
the pain became distressingly severe, and he considered that 
for the great majority of patients the degree of analgesia was 
determined by the amount of gas which could be inhaled during 
15 seconds. 

Chassar Moir discovered that pure gas inhaled for only 12 
seconds produced a considerably greater effect than diluted gas 
for 30 seconds. He also noticed that 5 or 6 deep breaths of pure 
gas did not, in a normal person, produce cyanosis, although even 
two such breaths are sufficient to produce analgesia. He also 
found that the effect of nitrous oxide lasted some little time after 
the gas had been inhaled. 
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THE ‘‘WELLHOUSE’’ APPARATUS FOR THE ADMINISTRATION OF ANALGESIA 
IN MIDWIFERY 


Gas flows from the gas cylinder to the low-pressure chamber A, where the 
pressure is reduced 8 to 10 ounces to 1 square inch. At the bottom left-hand 
corner of the low-pressure chamber is a pilot jet P, through which gas flows 
into the bag B, the rate of flow being about 1 gallon of gas every 2 minutes. 
When the gas-bag is full the pressure rises to 8 to 10 ounces to I square inch, 
the same as that in the low-pressure chamber, and the flow of gas is stopped. 
The flow of gas is controlled by a spring release valve on the facepiece E. 
When the patient inhales, the bag is emptied by the first two breaths, and 
then gas is drawn direct from the low-pressure chamber A through the 
carburettor C, where it is mixed with air. Thus we have administered gas— 
gas-and-air analgesia. 


Manufactured by the Dental Manufacturing Company, 
Brock House, Great Portland Street, W.1. 
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To give practical effect to these observations a special machine 
was produced which was made safe by introducing a device which 
would prevent the patient from obtaining more than a limited 
quantity of gas at one time. The apparatus consisted of a rubber 
bag connected to the nitrous oxide supply and the delivery tube 
and facepiece. When the bag was full it automatically cut off 
the gas supply, and escape of gas through the exit tube was 
prevented by a weighted valve which lifted on inspiration. 
Between the gas supply and the gas bag was a pilot jet through 
which gas flowed at such a rate that a full minute was required 
for the reservoir to be replenished. Thus an automatic apparatus 
for the self-administration of a limited quantity of pure nitrous 
oxide gas was provided. Chassar Moir found that very excellent 
results were obtained from his device. 

There is one objection, however, to this method, in that a 
certain time must elapse between the emptying of the bag and its 
filling up again, and during this period the patient cannot get any 
gas, so that should the pains be coming very frequently, or should 
the duration of pain be unusually long, the gas might not be avail- 
able when it is wanted. 


MODIFICATION OF MINNITT’S APPARATUS. 


At the Wellhouse Hospital we considered that the undoubted 
advantages which Chassar Moir’s method gave, namely, to ad- 
minister pure nitrous oxide at the commencement of a pain, might 
be added to Minnitt’s gas-and-air technique, and we considered 
that if we could produce a machine which would give two breaths 
of pure gas and then automatically gas and air, we should have 
an apparatus which combined the advantages of both methods. 

We believe that we have achieved our object by means of a 
new automatic machine, which consists of a pressure-reducing 
chamber, a slow-filling gas bag, and a carburettor for mixing gas 
with air. The pressure-reducing chamber reduces the gas pressure 
from that of the cylinder to half a pound per square inch, and from 
the chamber the gas flows through a pilot jet into a 1-gallon gas 
bag. When the bag is fully distended, the pressure in the bag is 
equal to that in the pressure-reducing chamber, and the flow of gas 
is stopped. The outlet from the gas bag is connected to a facepiece 
by means of corrugated rubber tubing, and the flow of gas is con- 
trolled by means of a spring releasing valve attached to the face- 
piece. When the facepiece is pressed firmly on the patient’s face 
the valve is released and she breathes in pure gas from the gas bag. 
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When this is emptied she then breathes in a mixture of gas and 
air through a gas-and-air mixing carburettor attached to the low- 
pressure chamber, and she can go on breathing her gas and air 
for an indefinite period. When the pain passes away the facepiece 
is laid on one side and the pure gas bag slowly fills ready for the 
next pain. 

It has been found in practice that the best size of the gas bag is 
about 1 gallon, and the best percentage of gas-in-air following the 
pure gas is 50 per cent. If the gas bag is made larger, or if the 
percentage of gas in air is raised, cyanosis occurs in some patients. 

Any size of gas bag can be fitted, and the percentage of gas in 
air depends on the pressure of the gas passing through the 
reducing chamber into the gas-and-air mixing carburettor. This 
pressure can be altered at will be turning an adjusting screw at 
the top of the pressure-reducing chamber; turning clockwise 
increases the pressure and turning anti-clockwise decreases the 
pressure. 

In our experience the pressure should be approximately 8 
ounces to the square inch, as shown on the low-pressure gauge 
fixed to the pressure-reducing chamber. 


CONCLUSIONS. 


1. In certain circumstances gas and oxygen is the best 
analgesia for domiciliary midwifery. 

2. In ordinary cases of domiciliary confinements gas and air 
has the advantage that it is safe, economical and can be used by 
midwives. 

3. The modification of Minnitt’s apparatus described in this 
paper gives perfect analgesia in a much higher percentage of cases 
than that obtained by the ordinary standard Minnitt apparatus. 


NOTE. 


During recent months 2 deaths have occurred from the 
experimental use of gas-and-air machines. In each case a 
practitioner experimented on himself, and in each case the 
apparatus was adjusted to give pure gas, and the face-piece of 
the machine was firmly attached to the experimenter’s face by 
means of a Clausen’s harness. 

Practitioners who wish to experiment on themselves would be 
well advised to have someone else present during the experiment, 
and to hold the face-piece on to the face—not to strap it on. 
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A Case of Double Vulva with Haematometra on one side 


BY 


NORMAN G. PATTERSON, M.D., 
Medical College of Virginia, 


AND 
J. PRESTON MAXWELL, 
M.D. (Lond.), F.R.C.S. (Eng.), F.C.O.G. 


Emeritus Professor of Obstetrics and Gynaecology, 
Pekin Union Medical College. 


A DOUBLE VAGINA is not a very rare deformity, but a case of 
double vulva is almost unknown. 

A Chinese woman, 49 years of age, married, was admitted to 
the Sutsien General Hospital, Kiangsu, Central China, in the 
spring of 1937, complaining of a mass in the pelvis which was 
causing her considerable pain. This mass had been present for 
20 years, had been gradually enlarging, and the pain had become 
much worse during the last 2 months. 

Menstruation had started at the age of 15, had been regular, 
with a 28-days cycle, up to the last year, when it had become 
scanty and irregular. There had been 2 abortions, the first 
occurring at the third month of pregnancy and the second at the 
sixth month of pregnancy, the last one having taken place 6 
years ago. 

The patient was a well-nourished woman. Her blood and 
urine did not show any abnormality. Her systolic blood-pressure ° 
was 110 and her diastolic blood-pressure was 65. The heart and 
lungs were normal, and, with the exception of the double vulva, 
there was not any other visible abnormality. 

In the abdomen there was a mass the size of a 6-months 
pregnancy, slightly to the left of the middle line, and rather 
fixed.’ It was tender to pressure. The external genitalia were 
double (see illustration) and included 2 labia majora, 4 labia 
minora, a well-developed clitoris on the right side, and a 
rudimentary one on the left side. The right vagina was normal 
in size and shape, the uterus, which was normal in size, was 
pushed well over to the right of the pelvis by the mass on the left. 
The left vagina would admit only the little finger, and did not 
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have an opening into the mass in the pelvis, though it ran in that 
direction. 

The right urethra was normal in location. The left urethra 
opened into the outer portion of the left vagina. There was only 
1 bladder, and, on voiding, urine came from both urethrae in 
about equal volume. 

A left rectus incision was made by Dr. Patterson, spinal 
anaesthesia being used. A uterus of normal size, with a right 
ovary and Fallopian tube attached, was found pushed well over 
to the right side. The mass on the left looked like an enlarged 
uterus about to give way at the top owing to the pressure of the 
contents. It was firmly adherent ‘to the left side of the pelvis, 
and to the left half of the sacrum. The left Fallopian tube and 
ovary were not seen. The sigmoid colon was on the right of the 
mass. It was found impossible to completely separate the mass 
from the sacrum, so the upper two-thirds of the mass were 
removed. The content of the tumour was dark, chocolate- 
coloured, tarry fluid. This was all removed, the remaining 
portion of the cavity curetted, treated with pure phenol, and 
sewn up. The patient made an uninterrupted recovery, and was 
well when she left the hospital. 

The tissue removed proved to be uterine wall with a much 
degenerated endometrium. As the left ovary was absent and the 
left Fallopian tube attached to the right uterus, this probably 
represents one Miillerian duct; and the fact that the left ovary 
and Fallopian tube were not seen is likely to be due to leakage 
having taken place from a haematosalpinx, resulting in the 
formation of dense adhesions which buried the ovary and 
remains of the Fallopian tube and bound down the tumour. The 
latter represented the left Miillerian duct. 

But this does not in any way explain the formation of a double 
vulva, which is not formed from the Miillerian ducts. Complete 
failure of the Miillerian ducts to unite leads to a double vagina, 
but not to a double vulva. There was not any sign of any other 
deformity in the woman, and the rectum was normal in position 
and single. 

We have been unable to trace any case exactly similar to this 
one. Ballantyne' speaks of 2 cases of double vulva, 1 recorded 
by Suppiger’ and 1 by Chiarleoni.* In Suppiger’s case, however, 
besides 4 labia majora and 4 labia minora, there was a double 
rectum, and although the uterus was bicornute, the whole 
condition seems more likely to have been an attempt at the 
commencement of a true twin formation. In Chiarleoni’s case 
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the description is insufficient, and the external genitalia were so 
deformed as to make it difficult of classification, and the vaginae 
and internal organs were not fully examined. 
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Spontaneous Rupture of a Three Months Pregnant Uterus 
following a Classical Caesarean Section 
and an Abdominal Pregnancy 


BY 


BRIAN H. Swirt, 
M.D. (Cantab.), F.R.C.S.E., F.R.A.C.S., F.C.O.G. 


Honorary Assistant Gynaecologist, Adelaide Hospital. 


THE following case well illustrates a series of disasters which 
can result from the infection of a classical Caesarean section. 

On 15th October 1932, Mrs. W., 24 years of age, was 
delivered at the Queen’s Maternity Home, Adelaide, of a pre- 
mature female child which weighed 2} pounds and which lived 
for only 48 hours. The child was born by the breech, and the 
delivery was very difficult. The internal conjugate measured 
only 33 inches. She had not attended the antenatal department, 
and the small pelvis was discovered only when the attempts to 
deliver the breech proved to be very difficult. 


Caesarean Section. 


In August 1933 the patient reported at the antenatal depart- 
ment of the same hospital, when she was 6 months pregnant. 
It was then noted that the promontory of the sacrum could be 
easily reached per vaginam. At the thirty-sixth week she was 
admitted to the antenatal ward, the presentation was a vertex, 
and there was much overlapping of the head. It was decided not 
to induce labour but to allow the patient to go to term and then 
if necessary deliver the child by Caesarean section. A week later 
she was re-admitted in strong labour with the membranes rup- 
tured and with a breech presentation which had not engaged in 
the pelvis. Labour was allowed to continue under twilight sleep, 
but there was no progress of the presenting part. A classical 
Caesarean section was performed and a live child was obtained. 
The uterus was stitched with two interrupted layers of chromic 
catgut. 

Unfortunately on the eighth day following the operation the 
wound had become infected and had to be opened and drained. 
By the end of the third week the wound had healed but she had 
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SPONTANEOUS RUPTURE OF A PREGNANT UTERUS 


developed a breast abscess which also required drainage. She 
left the hospital on the forty-second day after operation. 


Abdominal Pregnancy. 


The patient was next seen a year later at the antenatal 
department when about 5 months pregnant. She stated that 
she had not felt any movements for some weeks and that her 
abdomen was not increasing in size. A fortnight later she again 
reported and complained of severe abdominal pain and also that 
she still had not felt movements. On examination it was dis- 
covered that she had a cellulitis of the anterior abdominal wall 
below the umbilicus and around the old Caesarean scar. It was 
also noted that the old scar appeared to be very thin. 

A diagnosis of infected rupture of the previous Caesarean 
scar was made and the patient was transferred to the general 
hospital, where the infected area was incised. The incision at 
once entered into a cavity in which a small foetus was lying, 
of about 4 months development, and undergoing putrefaction. 
The umbilical cord was traced to the placenta which appeared 
to be attached to the under surface of the liver. Part of the floor 
of the sac was formed by the body of the uterus, which was 
slightly enlarged but did not show any signs of rupture. The 
cord was tied and dropped back into the cavity. A rubber tube 
was inserted into the sac, which had now become quite small 
owing to the pressure of the intra-abdominal contents. The 
abdomen was closed around the tube. She made an uninter- 
rupted recovery, the tube being removed on the eighth day, and 
she left the hospital on the twentieth day. 

The diagnosis was naturally altered to one of infected 
abdominal pregnancy in which the foetus had died. 


Ruptured Uterus. 

Fifteen months later the patient was found to be pregnant, 
having missed two periods. It was very interesting to find that 
she had become pregnant so soon after the abdominal pregnancy 
and it was decided again to perform Caesarean section at term 
and at the same time inspect the remains of the placental site 
of the previous abdominal pregnancy. However, 14 days later 
she was admitted to hospital with the signs and symptoms of a 
ruptured ectopic gestation. She complained of a long squeezing 
type of pain rather than of a sudden acute pain. A ruptured uterus 
was diagnosed and the abdomen was immediately opened. The 
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abdomen was full of blood. The intact ovum was found attached 
at one small spot to the lower end of the old uterine scar through 
which it had burst. The ovum was swinging about in the 
abdominal cavity like a small balloon. The small attachment, 
which was seen to be a small piece of placenta, was broken, and 
the tear in the uterus was sewn up with chromic catgut. Steriliza- 
tion was effected by crushing the Fallopian tubes and tying them 
with chromic catgut after the Madlener technique. The abdomen 
was quickly closed as her condition was not good. Unfortunately 
it was impossible to thoroughly investigate the site of the placenta 
of the previous abdominal pregnancy. The fimbrial extremity 
of the right Fallopian tube was embedded in a mass of adhesions, 
but a casual glance at the old placental site did not disclose 
any remains which might have been suggestive of the placenta. 
She made a rapid recovery and left the hospital on the nine- 
teenth day. 


Discussions and Conclusions. 

It will be noted that this patient had a terrible sequence of 
events. The first pregnancy had terminated as a breech birth 
and the child had been lost. 

The second pregnancy was terminated by a Caesarean sec- 
tion, and the abdominal incision became infected as well as the 
uterine incision. 

The third pregnancy resulted in an abdominal pregnancy 
which was due no doubt to the previous infection. 

Finally, the fourth pregnancy terminated in the rupture ot 
the uterus through the poor uterine scar, which was also due to 
the previous infection. 

A spontaneous rupture through an old Caesarean scar in a 
pregnancy of only 3 months duration is rare, but in this case 
it was undoubtedly due to the invasion of the thin Caesarean 
scar by the chorionic villi of the young pregnancy. It is to be 
hoped that the Madlener sterilization-operation will be successful. 
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Delivery of a Live Infant after Radiological Diagnosis 
of Intra-Uterine Death 


BY 


GEORGE P. MILNE, M.B., Ch.B. (Aberdeen), D.C.O.G. 
Registrar, Aberdeen Maternity Hospital. 


SPALDING,’ in 1922, showed that the diminution in the contents 
of the skull and the loss of intracranial tension which followed 
intra-uterine death of the foetus resulted in an overlapping of the 
skull bones which could be demonstrated radiologically and so 
provide ‘‘a pathognomonic sign of intra-uterine death of the 
foetus’’. That the sign may be unreliable is shown by the 
following case record. 


Mrs. T.,, 1-para, 34 years of age, was seen at the antenatal clinic of 
the Aberdeen Maternity Hospital throughout pregnancy. Her blood- 
pressure remained low, 110/64, and her urine was free from albumin. 
Her expected date of delivery was 25th October 1938. On 11th October 
1938, 4 days before delivery, there appeared, on abdominal examination, 
to be some disproportion. Her pelvic measurements were large; this 
fact being confirmed radiologically subsequent to delivery. The head 
was presenting and was freely movable. The position was thought to be 
a second vertex with possibly a slight degree of hydrocephalus. The 
beat of the foetal heart was good. The patient was not in labour and the 
membranes were unruptured. 

The X-ray photograph, taken 1 day later (12th October 1938), is that 
of a face presentation, in the first position. The foetal head shows wel!- 
marked overlapping of the bones of the skull and extreme extension of the 
cervical and upper thoracic spine. There is not any bulging of the bones 
of the skull between the lines of suture, as is found when overlapping 
occurs in labour. The presenting part is not engaged in the pelvic brim. 

On 15th October 1938, 3 days after X-ray examination, labour 
commenced and the patient was admitted to hospital. The presenta- 
tion was still a first face, and the membranes were intact. The 
foetal heart was found to be irregular in its beat, which was 132 per 
minute. Four hours after the onset of labour pains, the membranes 
iuptured, and 2' hours later the face had descended into the mid-pelv:s 
and the cervix was fully dilated. The foetal heart-beat was still irregular, 
the rate being 100 beats per minute. Delivery by the forceps was now 
effected, after rotation of the chin to the front, and a living infant, 
weighing 8 pcunds, was delivered. The infant was lively and not 
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asphyxiated. Meconium had not been passed. The placenta was normal. 
Labour lasted 7 hours. 

The infant subsequently did well and did not develop any untoward 
symptoms. 


The case is recorded because it would appear that Spalding’s 
sign is not conclusive evidence of intra-uterine death. Fahmy’ 
has recently pointed this out, although in the case recorded by 
him the foetus was dying. In the present case, as has been 
pointed out, the child was healthy, but it is interesting to note 
that the foetal heart-beat was irregular throughout labour. 

I am indebted to Professor Baird and Dr. Blewett for 
permission to publish the case. 
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Haemorrhagic Retinitis in Vomiting of Pregnancy 


BY 


J. A. WATERMAN, 
M.D. (Glas.), M.C.O.G. (Lond.), L.M. (Rotunda). 


From the Department of Obstetrics, Colonial Hospital, 
Port of Spain, Trinidad. 


IN this case in addition to the haemorrhagic retinitis the patient 
suffered from extreme weakness of the lower extremities and loss 
of knee-jerks. This complication is generally referred to as 
toxic polyneuritis or toxic neuronitis of pregnancy and has been 
attributed, without convincing proof, by Strauss and McDonald’ ; 
Luikart’; Fouts, Zerfas, and Gustafson*; Bingham,‘ and others, 
to avitaminosis, especially vitamin B-1 and B-2 deficiency. 


CasE O.S. Negress, 30 years of age; secundigravida. Her first 
pregnancy ended in a 3 months abortion. The patient was admitted to 
hospital on the 24th of May 1938, and the following history was obtained 
from her sister. Her last menstrual period occurred in December 1937. 
She had vomiting attacks in January and February 1938. The vomiting 
ceased during March and the early part of April. About the 15th of April 
the vomiting started again and continued until the zoth of May. With 
the cessation of vomiting her lower extremities became much weaker and 
her vision became impaired. The doctor in attendance had recommended 
the patient to hospital, but she did not act on his advice, and was brought 
into hospital only when death appeared imminent. 

Condition on admission. The patient was a somewhat emaciated 
woman with a dry skin. 

Mental state. She was dull, drowsy, somnolent, and more or less 
delirious. She was unable to give a history of her condition, although 
she could be aroused to answer questions. 


Physical Examination. 

Alimentary system. Her tongue was dry and thickly coated, and her 
teeth were carious. The liver was slightly enlarged; the spleen was 
normal. 

Circulatory system. The radial pulse-rate was soft and of fair volume, 
the blood-pressure was 115/80. The condition of the heart was normal. 

Genito-urinary system. The fundus was about the level of the 
umbilicus; a fibroid could be palpated in the anterior uterine wall. 

Central nervous system. There was marked paresis of the lower 
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extremities. The muscles were toneless, and knee-jerks and ankle-jerks 
were absent; the plantar reflex was feebly flexor. Owing to the patient’s 
mental condition a detailed examination was not possible. The biceps, 
triceps, and supinator jerks were present in the upper extremities. The 
abdominal reflex was present. 

Eyes. The pupils were central and reacted to light and accommoda- 
tion. There was not any nystagmus. The conjunctivae were jaundiced. 
There were discrete retinal haemorrhages along the courses of the large 
vessels and around each disc of the fundi. The haemorrhages were 
superficial in the nerve-fibre layer of the retina. Oedema of the discs, 
exudate, and retinal arterio-sclerosis were absent. Appearances were 
unusual, 

On admission the patient’s temperature was 97°F., her pulse-rate 106, 
and her respiration-rate 30. 

Laboratory investigations. Van den Bergh test direct, immediate, 
positive. Blood-urea 0.037 per cent. Wassermann reaction negative. 
Urine acid; transparent; deposit absent; albumin absent; sugar absent; 
acetone 4 plus; bile 1 plus. Stool: ankylostomum duodenal ova absent; 
amoeba histolytica cyst absent. 

Therapeutic abortion was considered, but was not advised, on account 
of her general condition. 


Post-riortem Findings. 

Thorax. There were patches of congestion with gastric smell through- 
out both lower lobes of the lungs (? terminal aspiration). The 
cardiac muscle was soft and pale; there was not any atheroma. 

Abdomen. The stomach was distended, containing a little fluid 
only. The intestines were distended, containing very fluid faeces; there 
were not any ankylostomata. The liver was slaty-yellow in colour with 
haemorrhages under the capsule, especially on the right lobe; it was not 
jaundiced, and there was not any obstruction of the bile-ducts. The 
kidneys were swollen, and the capsule stretched over the surface; the 
cortex was swollen with numerous small haemorrhages under the capsule 
and throughout the cortex; the medullary pattern was clear; the capsules 
stripped easily from smooth surface. The spleen was small and dark. 
The fundus of the uterus extended to the umbilicus, uterine wall thin 
and soft; a female foetus of about 5 months gestation was floating freely 
in the uterus; the placenta was attached to the anterior surface, there 
was not any abnormality of the foetus or placenta on naked-eye 
examination. There was 1 interstitial fibroid in the anterior wall of the 
uterus, and there were 2 in the posterior wall. 

Head. The brain was oedematous and congested; there was not any 
haemorrhage. 


Remarks. 

During her few days in hospital the patient never vomited, and was 
able to take a little nourishment by the mouth. Her mental confusion 
grew steadily worse, her somnolence increased in spite of the usual 
carbohydrate treatment, swallowing became difficult, and she died on 
the 28th of May 1938. 
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HAEMORRHAGIC RETINITIS IN VOMITING OF PREGNANCY 


CONCLUSIONS. 


1. I have been able to collect 5 cases from the literature, this 
case making 6, of which 4 patients died. This is ample proof of 
the seriousness of the condition. 

2. The best treatment would appear to be therapeutic abortion, 
as soon as defective vision is complained of, or on recognition of 
the eye-signs stated above, in cases of severe toxic vomiting. 

3. Stander has recommended routine and repeated examina- 
tions of the fundi in all cases of pernicious vomiting. 

4. The additional complication of toxic polyneuritis or toxic 
neuronitis of pregnancy strengthens the argument that the aetio- 
logical factor in this condition is primarily a toxin and avitami- 
nosis is secondary. 

5. Tillman mentions a third case of toxic vomiting with retinal 
haemorrhages, a bilateral flaccid paralysis of the lower extremities 
and Korsakoff syndrome, but does not give any details. 

I have to thank the Director of Medical Services for permission 
to publish this case, and Dr. Metivier, F.R.C.S. (Edin.), 
D.O.M.S. (Lond.), ophthalmic surgeon to the Colonial Hospital, 
for the examination of the eyes. 

The only references I could find in the literature to haemor- 
rhagic retinitis are by Stander’ and Tillman,*® each of whom 
reported 2 cases. 
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Protection of the Unborn Child in Germany* 


BY 


Dr. Hans STADLER of Munich. 


UNTIL 1933 the birth rate in Germany showed an absolutely 
constantly descending curve. Pfaundler calculated that for more 
than two million unions there are annually 1.1 millions of abor- 
tions up to the seventh month and about 60,000 stillbirths in 
the remaining portion of pregnancy—birth mortality being in- 
cluded. According to Burgdorfer’s statistics in 1933 only about 
971,000 children were born alive. 

In 1934 the number of births rose to 1,198,000; in 1935, to 
1,264,000; and in 1936, to 1,279,000. 

The number of abortions shows even to-day a total which 
is intolerable according to our National Socialist conceptions, so 
that every measure seems justified which can place an obstacle 
in the way of this national and universal menace. 

From lack of time I am only able to explain to you a portion 
of the counter-measures which we have taken in Germany. 

I confine myself to measures which fall exclusively within 
the zone of medical responsibility. 

It may sound paradoxical that I should begin, in dealing 
with this subject, by speaking of the interruption of pregnancy. 
You will hear however that the manner in which this question 
is attacked in Germany constitutes a fundamental component in 
the campaign against the ‘‘abortion pest’’, because the measures 
which we have taken are not designed to protect the abortion- 
monger from the Public Prosecutor, but rather to shield the 
mother and child from being the irresponsible procurer of 
abortion. 

You are all well aware how near in this connexion are con- 
scientious treatment and criminal practice; and how often be- 
hind the mask of the helpful physician is concealed the real 
grave-digger of his nation. So far as injuries to nations are 
concerned it is a matter of indifference whether abortion is 


* Report to the International Congress for Obstetrics and Gynaecology 
at Amsterdam, May 4-5, 1938. Page 209 of the Proceedings. 
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carried out from commercial motives or from compassionate 
kindness—on social indications. 

Through our assistance agency ‘“‘Mother and Child’’ every 
woman about to become a mother receives the help which she 
requires in order to carry her child to the end of pregnancy. 

Interruption of pregnancy on eugenic grounds is only per- 
mitted, after strict investigation in every case, in women who 
are manifestly hereditarily diseased in the sense of the law ‘‘ For 
Prevention of Hereditary Disease in the Rising Generation’’, in 
whom permanent sterilization is necessary for hereditary-social 
reasons. 

Interruption of pregnancy for health reasons was legally 
regulated, on July 18, 1935, on uniform lines throughout the 
German Reich, by the so-called Fourth Order of the ‘‘ Law For 
Prevention of Congenital Disease in the Rising Generation’’. 
It is based on the following principles : 

Protection of hereditarily valuable foetal life; protection of 
threatened mothers; really unbiassed and strictly objective 
medical judgment. 

The Reichsérztekammer* is assisted by some 200 Referee 
Centres whose work it regularly supervises. Each Gutachter- 
stellet has its own Director, whose appointment is made and 
determined by the Reichsdrztefiihrert in the name of the 
Minister of the Interior. The decision as to whether interruption 
of pregnancy is necessary for reasons of health is made by the 
Gutachterstelle. The Director of the Referee Centres forms his 
decision in co-operation with at least two doctors of Aryan 
descent, whose term of appointment to such official work he 
himself fixes as occasion arises. The notorious squaring which 
formerly took place, opening the way to abuses of all kinds, is 
thus eliminated. 

The circumstances that all referees are bound to do their 
work in an honorary capacity is an important guarantee for a 
just judgment (Sauberkeit des Erfolges§). This is true also of 
the rule that for the case concerned the physician who has sub- 
mitted a request for induction is debarred from acting as referee. 


* Reichsirztekammer, head office of State association of doctors and 
surgeons; name for the official German doctors’ and surgeons’ organization. 

{ Gutachterstellen, office of experts giving evidence or comments. 

} Reichsirztefiihver, leader of the officjal German doctors’ and surgeons’ 
organization. 

§ Sauberkeit des Erfolges, clean procedure, straightforwardness of pro- 
cedure; just judgment, unbiassed procedure. 
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It has furthermore been laid down by statute that until the 
matter is settled no referee shall be informed of the other’s 
report. We regard this as a very important point, inducing each 
referee to make his own thorough examination and form his 
own unbiased decision and excluding as far as possible any 
chance of undue influence. In this way we have secured the 
objectivity of attitude which is essential for straightforward, un- 
biased procedure (Sauberkeit des Verfahrens*). 

To help to secure judgments on uniform lines the Reich- 
sdrztekammer has issued its own statement of guiding principles 
concerning the conditions in which health reasons for termina- 
tion of pregnancy may be deemed to be present. These regula- 
tions contain inter alia articles contributed by a series of 
well-known scientists, and are of use as regards fundamental 
principles, both to the doctors seeking permission for interven- 
tion and to those who act as certifying referees throughout the 
Reich. The making of a decision and report takes on an average 
8-10 days, including hospital observation (if this proves to be 
necessary) and the delivery of so-called Obergutachten} in 
cases in which the two referees are of different opinion. In 
actual practice most of the requests for permission to interrupt 
pregnancy have to do with women for whom the ordinary referee 
procedure (taking this period of time) involves little or no in- 
creased risk. 

Vital indications occupy a special position in so far as the 
physician, without setting in action the machinery of the referee 
organization, may and should, on his own responsibility, per- 
form the necessary induction if immediate danger exists to the 
mother’s life. Immediately after the life-saving intervention has 
been carried out the Director of the referees must be notified in 
writing, with full details. 

The morbid conditions which we regard as vital indications 
can be specified without difficulty. They are: 

(x) True hyperemesis, if it shows very grave toxic symptoms 
such as a sudden rise of temperature, rapid pulse-rate, oral 
foetor, the presence of albumin, sugar, tyrosin, or leucin in the 
urine, great increase in the blood bilirubin, hepatic symptoms 
with an icteric tint, and sensory disturbances. These constitute 


* Sauberkeit des Verfahrens, see Sauberkeit des Erfolges, p. 83. (Erfolges 
can only be taken to mean Verfahrens in this context. Literal translation 
for Erfolg, success.) 

+ Obergutachten, supreme expert evidence, decisive expert evidence. 
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an ‘“‘SOS’”’ of such seriousness that interruption of pregnancy 
must be advised. 

(2) Established eclampsia we regard as an absolute indica- 
tion for interruption as speedily as possible, at any state of 
pregnancy. We feel that we are not justified in the trial of con- 
servative treatment by venesection, morphia, chloral hydrate, 
because (a) rapid removal of the foetus always affords a good 
prospect of cure, and (b) eclampsia in go per cent of cases is a 
disease of primiparae; and the mother who has survived an 
attack of eclampsia acquires a sort of immunity by which she is 
preserved for further normal pregnancies. 

(3) So-called pre-eclampsia is to be regarded as a relative 
vital indication, since on account of the existence of sub- 
jective symptoms the patients usually seek medical assistance at 
the right moment. The prodromata are well known: sudden 
severe frontal headaches in pregnant persons who otherwise 
rarely or never suffer from them, a characteristic feeling of 
pressure in the hypogastrium, vomiting. If the physician finds 
a blood-pressure persisting at over 200 mm. Hg., abundance of 
albumin, casts in the urine, and oliguria, he knows, if he is 
a person of skill, that the condition is dangerous and it must 
be left to his own discretion to decide whether he can still 
safely undertake the responsibility of asking for an accelerated 
formal inquiry. 

In pregnancy nephropathy or pregnancy nephrosis the cir- 
cumstances are very similar, for this is in fact a form of pre- 
eclamptic syndrome. Here symptoms specially to be feared are 
ocular alterations, retinitis albuminuria or detachment of the 
retina. If these are found or the patient becomes blind, im- 
mediate emptying of the gravid uterus appears not only justified, 
but most urgently necessary. 

(4) In heart disease it is only in conditions of very grave 
decompensation, with pronounced dyspnoea, pulmonary oedema 
and hepatic stasis that the vital indication for summary inter- 
ruption is given. 

(5) Among diseases of the endocrine glands, diabetes mellitus 
often compels an immediate interruption of pregnancy, viz. 
when the malady proves refractory to all treatment and a pre- 
comatose or comatose condition is present. 

(6) Among neurological conditions must be mentioned (a) 
epilepsy, in which the attacks may become so frequent during 
pregnancy that death in the status epilepticus is to be feared; 
(b) chorea of pregnancy, which often takes so malignant a 
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course that slight initial symptoms are suddenly followed by a 
stage in which there is absolute danger to life. 

(7) Among diseases of the genital organs, incarcerated, irre- 
placeable uterine retroflexion may not infrequently necessitate 
immediate interruption. Fortunately, however, the preliminary 
painful and other symptoms are usually so considerable that the 
patient seeks assistance, or abortion occurs spontaneously, 
before the appearance of severe and dangerous incarceration 
symptoms. Myoma complicated by twisting of the pedicle, in- 
carceration or necrosis may often threaten the patient’s life and 
make immediate intervention necessary. 

(8) Certain surgical conditions not seldom determine the 
necessity for emptying or removing the uterus, if the gravid 
organ makes an urgent operation technically impossible, as in 
pelvic tumour, certain forms of ileus, etc. 


By the organization of our referee procedure, we have re- 
duced the number of requests for authorization of interruption 
of pregnancy in Germany from 34,690 in 1932 to 4,391 in 1936 
—that is, by 87.34 per cent. We German doctors look with some 
pride on these 87.34 per cent, as representing a not inconsider- 
able portion of the increasing birth-rate achieved in our country. 

I may declare in conclusion that the era of child-murder in 
Germany is past, and it rejoices our hearts to see more children’s 
cradles than children’s coffins. German doctors are conscious 
of a sacred mission, and in their own sphere are fulfilling, in an 
unborn generation, the injunction of their Fiihrer : 

‘‘The people’s State must account the children the most 
precious possession of a nation. It must feel itself to be the 
supreme protector of this priceless blessing.’’ 


The following letter has been kindly sent to the Editor by 
Professor H. Eymer, Director of the University Women’s 
Clinic, Munich, in response to a letter from the Editor asking 
if he would give his experience of the results of German Act 
of Notification. November 19, 1938 

If I thought it right, naturally I would be prepared to criticise 
our laws and regulations concerning the matters connected with 
abortion—especially to proper authorities, having the fullest 
comprehension of the objections which have been actually 
raised. However, before the laws were passed, those who 
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could speak with authority had been heard, so that in reality at 
the present moment the laws are approved by all in Germany 
who have to do with the abortion question—especially as in- 
contestable results have been achieved. I, also, am personally 
convinced that we are on the right lines in the fight against 
abortion. 

To your separate questions I would reply as follows: 

Among physicians who apply for authorization and those 
acting as referees a strict professional secrecy is naturally pre 
dominant, and a high standard is observed. In connexion also 
with the notification of abortion there is absolute preservation 
of secrecy among the persons having to do with the notification 
and in those working in the offices. I have never known diffi- 
culties or disadvantages of any sort whatever to occur here. 

The action has led in Germany to an enormous decrease of 
so-called therapeutic abortions, i.e. abortions done on medical 
indications: these in many cases were simply camouflaged 
criminal abortions. Even before the National Socialist time 
there were Referee Centres in Germany: they were, however, 
badly organized and the work of the referees* was not always 
carried out by entirely reputable physicians, but sometimes by 
doctors working together in a not entirely disinterested fashion. 

From the very careful organization of the work of the 
referees, and indeed simply as a result of an exact knowledge of 
the Richitlinient, the number of medically indicated, legal, 
therapeutic abortions has undoubtedly diminished to a very con- 
siderable extent indeed. I have analysed the applications for 
induction of abortion made in the whole of Germany from 1933 
to 1937 inclusive, so far as gynaecological and obstetric indica- 
tions were concerned; and I have found that the attitude to- 
wards the abortion question has become extremely conservative. 
The following figures are instructive: in 1932 34,690 requests 
for authorization of interruption of pregnancy were received 
from physicians, in 1937, however, only about 3,400. 

Further, if one considers that in 1933 only about 971,000 
children were born, and in 1936 1,279,000, and if one further 
remembers that at the present time the birth-rate is still increas- 
ing, one is entitled to draw the conclusion, among others, that 
abortion has diminished—and indeed not only therapeutic 
abortion, but also in a particular measure criminal abortion. The 
mortality figure after abortion has also decreased. 

* veferees, experts giving evidence, or judgment, or comments. 

+ Richtlinien, regulations. 
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In prevention of irresponsible and very loosely indicated 
therapeutic abortion (on so-called medical indications) much 
has thus been achieved by the very careful organization of the 
Gutachterstellen*. We in Germany, however, have gone a step 
further in the campaign against criminal abortion. For the pre- 
vention of this, notification is required in Germany of every 
abortion coming to treatment: and also the physician has the 
responsibility of notifying every curetting. There is in addition 
a legal responsibility for sending materials from every curetting 
which is performed to an examining institute, by which a notifi- 
cation of the histological findings is sent to the Arztekammert. 
For the rest however, criminal abortion has also diminished be- 
cause the cases which come to light are followed up and the 
agents effectively punished—in other words, not only because 
the law against destruction of the foetus exists, which was also 
the case previously, but because this law has actually been 
brought ruthlessly into force. 

I have formed a very definite impression that the figures for 
criminal abortion have diminished, although, of course, more 
abortions come to light as the result of the notification regula- 
tions than was previously the case. In large clinics many cases 
of abortion still accumulate, for doctors practising in the 
area concerned now send more abortion cases to hospital be- 
cause they wish to have as little to do with them as possible. 
There is no question that criminal abortion (both by the laity 
and by doctors) is diminishing because force stands behind the 
law. 

As yet we have no reliable statistics. Deaths from abortion, 
so far as I can judge from my own large material, have 
diminished. 

You are, of course, quite right when you say that early 
abortions which take the form of irregular haemorrhage, dis- 
turbances of menstruation, menstrual retardations, etc., in many 
cases elude examination at the time or afterwards. They are not 
recognized and not treated, and for the most part indeed were 
not desired by the patients: they fall, therefore, into a class 
against which, of course, legal action cannot be directed. It 
follows also that abortions of this kind evade all statistical de- 
tection: so that we can practically never obtain mathematically 
exact statistics of all abortions. 


* Gutachterstellen, see p. 83. 
+ Arztekammer, chamber of doctors, State association of doctors and 
surgeons. 
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No protests were made or difficulties raised, from any 
quarter, in connexion with notifications of spontaneous abor- 
tion, for the necessity of notification was recognized and nobody 
injured thereby. Legal proceedings are instituted of course 
only when there is well-founded suspicion of criminal induction 
of abortion and are directed in the first place towards the person 
who brought it about. 


Letter to the Editor from Professor Hinselmann of Hamburg, with 
reference to his experience of the law dealing with Abortion 
in Germany 


THE notification of spontaneous abortions presents no difficulties 
to the women, since it is the doctors who have to notify the Health 
Ministry. In the fight against the crime of illegal abortion the 
Ministry of Health notifies the Police, who must take steps to bring 
the cases to the Court. This can take place, however, only by far- 
reaching measures to protect the women, otherwise the dangerous 
abortionist can only be caught through a consequential prosecution 
of the cases. 

The law has undoubtedly had the result that not only the 
number of abortions has been lowered but also the abortionist 
has been more frequently prosecuted. 

All miscarriages are notified, and on the form of notification 
the doctors have to state whether any complications occurred, 
and whether there is a suspicion of criminal interference. 

Since it is decreed by the State Medical Council that the 
material removed at each therapeutic abortion must be sent for 
examination, the statistics of miscarriages in Germany are to be 
considered as really reliable. 


THE PROHIBITION OF ABORTION IN THE SOVIET 
SOCIALIST REPUBLICS. 


From time to time during the past few years the question has 
arisen among members of the medical profession as to the real 
cause why the law which permitted abortion was adopted by the 
Soviet Government in 1920 and repealed in 1936. A satisfactory 
answer to these questions has never been given by those medical 
men who have visited the Soviet Republic in recent years or, so 
far as I know, in any paper written on such experience. 

By the courtesy of His Excellency J. Maisky, the Ambassador 
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to the Soviet Socialist Republics, I am able to publish the following 
Official Memorandum kindly forwarded to me by His Excellency. 
THE EDITOR. 


THE PROHIBITION OF ABORTION. 


(1) The law of June 27, 1936, prohibiting abortion was passed 
mainly because of the harmful effects on women who underwent 
abortion operations, particularly if they submitted to these 
operations more than once. 

In actual fact, the law which originally permitted abortion, 
adopted by the Soviet Government in 1920, was adopted not 
because the harmful effects of abortion were not recognized even 
at that time by the Soviet authorities, but mainly because the 
economic conditions of the country made it impossible for the 
Soviet authorities to provide a sufficiency of maternity homes, 
créches, proper medical attention for expectant and nursing 
mothers, etc., also the housing conditions and even the food 
situation made it extremely difficult for many women to bear 
normally healthy children. Consequently, in order to lighten the 
burden of women, abortion under proper medical care was per- 
mitted. By 1936, however, economic conditions of the country 
were such that there was no reason whatever for healthy women 
to refuse the joys of motherhood. Housing conditions, life and 
work in factories, workshops, and offices had become much 
healthier, the number of maternity homes and créches had in- 
creased enormously, and provisions were made for many more 
to be built. It was therefore felt by the Soviet authorities that since 
there were no economic reasons for women to undergo abortion 
operations, these operations should be prohibited, except on 
special medical advice, since they were detrimental to the health 
of the women and only healthy women could give birth to healthy 
children. 

(2) As a matter of fact, the birth-rate in the Soviet Union 
since June 27, 1936, has been considerably on the increase, but 
of course this increase is not due wholly to the prohibition of 
abortion, but is also largely due to the general improvement in 
the economic conditions of the country and the health of the 
population, which naturally has made women more ready to have 
children. 

(3) Subsidiary reasons for the abolition of the law of 1920 on 
abortion were to inculcate in the young a greater sense of respon- 
sibility both in regard to marriage, the bearing of children, etc., 
and to raise the birth-rate. 
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Technique of Local Anaesthesia and Experiences in 
Gynaecological Abdominal Operations* 


BY 


JOSEPH FRiGYEsI, M.D., 


Professor of Gynaecology in the Budapest Royal Hungarian 
“Peter Pazmany”’ University of Sciences. 


TECHNIQUE. 


In the development of the doctrine of local anaesthesia gynae- 
cologists have played a prominent part; and many of them have 
for some time past endeavoured to make local anaesthesia more 
accessible. This is comprehensible in view of the fact that gynae- 
cologists have often to operate on women who have been weakened 
by long illnesses and who for that reason are unable to stand the 
strain of a narcosis. The endeavour of gynaecologists to employ 
local anaesthesia is also justified when operating is indicated also 
in the case of patients suffering from malign tumours or secondary 
degenerations in benign tumours—i.e. from diseases prone to 
occur at an advanced age, when the employment of narcosis is apt 
to be attended with risk. 

It cannot be denied that divers methods of narcosis have in 
recent years, as the result of strenuous research work, been avail- 
able. Thus, to-day we have at our disposal numerous methods of 
narcosis which, especially when employed for shorter periods, are 
comparatively safe. However, no form of narcosis is entirely 
devoid of risk, especially in the case of major gynaecological 
operations performed in the small pelvis where it is essential that a 
strong form of narcosis should be applied, not one lasting only a 
very short time. This circumstance explains why spinal anaes- 
thesis is used in gynaecological operations. Previously a suitable 
form of local anaesthesia was not available for gynaecological 
operations; and the employment of spinal abdominal anaesthesia 
is still, to my mind, unfortunately, rather frequent. 

Therefore, if we would inquire into the reason why gynae- 
cological local anaesthesia is gaining ground so slowly, we cannot 
find any explanation except in the fact that so far we have not had 
at our disposal methods enabling us to perform major operations 
therewith. The methods of perineal infiltration as applied by 
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Braun, of pudendal anaesthesia and of parametric anaesthesia 
are generally known and are methods of anaesthesia easy to carry 
out in the case of plastic operations, curettage and operations on 
the external genitals. Difficulty is not experienced either in em- 
ploying anaesthesia in vaginal operations performed on the lower 
section of the uterus, even so far up as the peritoneum of the pelvic 
cavity. For this purpose the parasacral anaesthesia of Braun 
and the parametric anaesthesia of Rug-Thaler are used. - 

In this connexion, when speaking of the solution and progress 
of the application of local anaesthesia, I should like to say a few 
words respecting the success I have attained when using local 
anaesthesia for cases of laparotomy. 

With this problem and the details of its solution I have been 
engaged for the past 15 years. I believe further improvement in 
the results attained in the operations will be made possible by 
means of the high development of modern technique. 

A similar improvement may be expected from the extension 
of operative indications to patients on whom it would appear 
dangerous to operate without the application of local anaesthesia. 

In the case of laparotomy anaesthesia must be extended to the 
corresponding abdominal section, to all parts of the internal 
genitals, to the pelvic floor and the peritoneum, and finally also 
to the intestines, which latter must be pushed up and kept off the 
operation field. It goes without saying that, when we operate in 
the abdominal cavity, not only the sacral and lumbar nerves, but 
also the dorsal and the sympathetic nerves, must be anaesthetized. 
The nerve-fibres coming from the various internal organs pass 
through the peritoneal folds and mesenteries. The sympathetic 
nerves of the female genital organs and the blood-vesssels pass 
through the ligaments. The sensory nerves of the intestines of 
the lower abdominal section are connected with the corresponding 
lower spinal segment by the so-called rami communicantes. 

Consequently, if we desire to suspend the sensibility of the 
organs in the abdominal cavity by local anaesthesia, we must first 
suspend the functioning of the rami communicantes in the lower 
section of the abdominal cavity or that of the sympathetic 
peripheral nerves which lead to the intestines and pass through 
the mesentery and the ligaments. 

In experiments on cadavers with the help of coloured materials 
we notice that a comparatively small quantity of liquid syringed 
at a point on the side of the third lumbar vertebra suspends the 
connexion of practically all the branches of the lumbar nerves, as 
well as the connexion with the corresponding sympathetic trunk, 
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and this suspends the sensibility of the lower part of the 
intestines. 

I have called this form of anaesthesia anaesthesia of the lower 
abdomen or paralumbar anaesthesia. It may be easily performed 
without danger, as we do not anaesthetize the sympathetic trunk 
which leads down the anterior surface of the lumbar vertebrae; 
all we do is to suspend the correspondence of the rami communi- 
cantes which lead to the spinal nerves in the lumbar region on the 
side of the vertebrae. 

The anaesthetic procedure in question is carried out in the 
following manner: the patient sits on the edge of the operating 
table, as in the case of spinal anaesthesia. We feel for the spinal 
process of the third lumbar vertebra, either by counting from 
the crests of the ilium upwards or downwards from the twelfth 
dorsal vertebra. On the level of the third lumbar vertebra, at a 
distance of 4 fingers from the middle-line, we inject into the skin 
_ on both sides, using a very thin needle, some novocain solution 
causing a lump the size of a penny. In the case of very sensitive 
patients, or of such as have not been previously prepared by the 
application of narcotics, a chlorethyl or gas narcotic may be 
administered for the short time during which the injection is 
made. We then wash the patient’s back with ether and iodize it. 
Then we hold a needle 5 to 6 inches long in a horizontal position 
so as to form with the sagittal plane an angle of 45 degrees. At 
this angle we insert the needle until it touches the transverse 
process of the third lumbar vertebra. Going further round it, we 
push the needle forward in a medial direction to the side of the 
body of the third lumbar vertebra, which lies at a distance of 
about 3 inches. 

Having reached the body of the vertebra, we try the suction 
of the syringe to ascertain whether our needle has not entered 
a blood-vessel, although in this region there are no large ones. 
Then we hold the needle on the vertebral body itself, withdraw it 
not more than 1 to 2 millimetres to facilitate the injection and 
administer on both sides doses of 30 c.c. of 0.5 per cent novocain 
solution. 

After having completed the work of anaesthetizing the lower 
section of the abdomen the patient is laid on her back and the 
abdominal wall is disinfected. Next, we anaesthetize the 
abdominal wall, only the subcutaneous tissue and the fatty layer 
of the proposed operation field being infiltrated before the skin is 
incised. We do not anaesthetize all layers of the abdominal wall 
before the operation, because the deeper layers can be more 
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effectually anaesthetized after the skin has been cut, when much 
less novocain is required. Consequently, we always defer insert- 
ing the injection into the deeper layers until the skin and the fatty 
layer have been cut, but before the fasciae are severed. The injec- 
tion is inserted on both sides of the linea alba below the anterior 
fascia leaf of the straight abdominal muscle. We can in this way 
watch the movement of the injection with our eyes and easily 
avoid inserting our needle into the abdominal cavity. The novo- 
cain solution injected in this manner immediately swells the deeper 
layers and infiltrates the intercostal nerves. As a consequence, not 
only the lower abdominal wall layers, but also the peritoneum is 
anaesthetized. As a result, the lifting of the abdominal wall by 
means of specula is quite painless, and the straight abdominal 
muscles become quite relaxed. The anaesthetizing of the 
abdominal wall and the muscle relaxation, combined with the 
administering of the novocain injection to the third lumbar ver- 
tebra, enables us to push the intestines up without causing pain, 
and thus to reach the internal genital organs without difficulty. 

After the opening of the abdominal cavity the abdominal wall is 
lifted with specula. Pushing up the intestines, though without 
lifting the organs, we inject 2 to 3 c.c. of a 0.5 per cent novocain 
solution, when possible into the peripheral part of the round liga- 
ments and, according to the nature of the operation, some 2 to 3 
c.c. of the novocain solution into the ovarian ligament or the 
infundibulo-pelvic ligament. Finally, we inject 10 to 15 c.c. of 
the solution into the parametrium between the sheets of the broad 
ligaments. Only after this has been done do we take hold of the 
uterus. Should there be still some sensibility, we complete the 
anaesthesia with an injection inserted in the sacro-uterine liga- 
ments. The insensibility of the uterus and of the adnexa ensues 
immediately after the infiltration of the broad ligaments, the 
round and ovarian ligaments. For the infiltration of the ligaments 
it is important to use a thin needle and to avoid any visible vessel 
below the peritoneum. I recommended this method of anaesthesia 
—and in particular the secondary infiltration of the ligaments for 
use in gynaecological operations so far back as 1917; and I have 
employed it since then several times in the case of small mobile 
tumours. This infiltration of the ligaments is easily carried out; 
and only a small quantity of novocain is required. 

By means of these methods we are now able to make the 
abdominal wall, the intestines and the internal genital organs 
insensible with a much smaller quantity of novocain than that 
required by the methods previously in use. 
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We do not perform the secondary infiltration of the ligaments 
in cases in which the ligaments, as a result of their anatomical 
location, do not become visible at the beginning of the operation. 
In the case of large tumours, intraligamentary development or 
extensive adhesions, we also perform the parasacral anaesthesia— 
in addition to anaesthetizing the abdominal wall and the lower 
abdomen. Where there is no intraligamentary development, we 
may employ parametric instead of parasacral anaesthesia. 

Local anaesthesia can compete successfully with narcosis when 
we lessen the anxiety of the patient and also dull her consciousness 
during the operation. This is done by giving the patient some drug 
or drugs prior to the operation. It is only seldom, in the case of 
elderly patients, that it appears inadvisable. As a result, very 
many of the patients are not aware whether a general narcosis has 
been applied or not, seeing that the consciousness of excitable 
patients is blunted and the operation is quite painless. Dr. Thaler 
called this medication ‘‘hypalgetic preparation’’. Before a local 
anaesthetic is applied such a procedure is always required; nor 
can it be omitted even before the application of a general narcosis. 
In operations performed under local anaesthesia any form of 
hypalgetic preparation will do. 

For patients who themselves ask for local anaesthesia, and for 
such as cannot tolerate alkaloids in any considerable quantity, it 
it sufficient to administer veronal on the morning of the operation 
and 2 ampullae of pantopon half an hour before the operation. If 
there is no contra-indication, we may administer 0.0003 gramme 
of scopolamin and 0.02 gramme of pantopon two hours before the 
operation and again a second time one hour before the operation. 
As a result of the quieting effect exercised by the exclusion of the 
sensorium, the operations performed after such preparation are 
less trying and more humane than any operation performed with 
narcosis. 

When scopolamin does not seem suitable, though we never- 
theless desire to influence the sensorium, we may give the patient 
0.02 gramme of pantopon one hour before the operation. We may 
also give the patient 2 to 3 c.c. of pernocton just before taking her 
to the operating theatre. This quantity is one half of that used in 
obstetrics for inducing twilight sleep. If, owing to external 
circumstances, or to the disposition of the patient, hypalgetic 
preparation is not applicable, we can blunt the consciousness of the 
patient by applying some nitrous oxide during the operation 
or during the application of the anaesthesia. In such cases we never 
induce a complete narcosis, only endeavouring to induce a twilight 
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sleep. We administer 3 to 4 litres of nitrous oxide per minute 
for a short time with the valve open or mixed with 15 to 20 
per cent of oxygen. 

Should the anaesthesia not be quite complete, we give a 
secondary infiltration into the ligaments, as described above. I 
have repeatedly had opportunity to convince myself that in such 
cases narcosis is superfluous. Apart from the high perfection and 
the ease of application of anaesthesia in gynaecological abdominal 
operations, I would point to the peculiar advantages attaching to 
lower abdominal anaesthesia from the point of view of gynae- 
cology. I cannot often enough stress the fact that in the case of 
Caesarean section it is usually sufficient to apply a lower 
abdominal and an abdominal wall anaesthesia. In most opera- 
tions for extra-uterine gestation it is sufficient to apply abdominal 
wall anaesthesia and infiltration of the ligaments in addition to 
lower abdominal anaesthesia. 

In the case of an Alexander Adams operation this procedure is 
of great advantage and makes possible the pulling and suture of 
the round ligaments. In this way the novocain administered 
anaesthetizes the region innervated by the ileo-inguinal and 
ileo-hypogastric nerves. It will be observed that it is only by the 
application of lower abdominal anaesthesia and of parasacral, or 
parametric anaesthesia, and the infiltration of the ligaments, that 
we can succeed in attaining an insensibility and relaxation over 
the whole operation field. The great advantage of lower abdominal 
anaesthesia is apparent from the fact that in surgery there was not 
previously any suitable method for anaesthetizing the lower 
intestines. 

Eight years have passed since my report respecting the 
procedure for anaesthetizing the lower abdominal regions which 
dealt with the data of 2000 operations performed with the aid of 
this method. I am now in a position to report on a further 2500 
cases. In what follows I propose to deal with the results and the 
problems connected therewith. To do so seems particularly 
necessary in view of the fact that objections are often raised 
against local anaesthesia which I should like also to discuss. 


ADVANTAGES OF METHOD 


In former days we were dependent exclusively upon statistics 
of primary mortality-rates offering a comparison between the 
several methods of narcosis and local anaesthesia. To-day we have 
more serviceable methods at our disposal. 
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Although it is difficult to determine the extent of the harm done 
by operative intervention, modern methods of investigation enable 
us to get a clearer picture of things. For instance, one result of 
operative intervention is a reduction of serum albumin, the con- 
sequence being that the colloidal suspension of the blood is shifted 
towards a rough dispersion phase. The conglutination of the 
blood-platlets increases, the viscosity is increased and the reserve 
of alkalies is reduced. Moreover, the acid-basic equilibrium is 
shifted towards the acid. There is a change in the acetone 
and lactic acid blood-level. The splanchnicoperipheral relation 
changes as a result of the fluctuation of the vasomotor centre, and 
the blood-pressure decreases. 

Most of the changes referred to above are due to the narcotics 
used. The noxious effect of narcosis on the carbohydrate metabol- 
ism is well known. From the researches made by Schmidt and 
Schmutzler we know that 24 hours after narcosis the blood acid 
level is still 50 to 70 per cent higher than before. According to 
Lebening the lactic-acid synthetizing function of the liver is dis- 
turbed for days after an operation. An intensified disintegration of 
the blood-corpuscles and a serious toxical affection of the liver is 
in evidence when the colour material of the urine reaches its high 
level on the fifth to the ninth day after narcosis by ether. It is 
generally admitted that in respect of operative injury operations 
performed under local anaesthesia show much better results. 

The alkali reserve has been determined both before and after 
operation by V. Slyke’s method and the blood-colloid stability by 
Gerléczy’s method, the changes in the albumin fractions having 
also been ascertained. In respect of the fH concentrations, it has 
been observed in the case of 23 gynaecological operations that the 
acidity of the blood after operation was less than that usually in 
evidence after operations under general narcosis. 

We have not found any changes worth mentioning in the 
albumin fractions. Electrocardiograms made after general nar- 
cosis have shown changes of the myocardium and of rhythm 
(atrioventricular rhythm, atriotachysystole) even after a consider- 
able period of time had elapsed. I have made 1000 electro- 
cardiographic examinations before, during and after operation, of 
healthy patients and of patients suffering from cardiac disease, 
acute and chronic anaemia, both old and young, and have found 
that the electrocardiogram made after an operation under local 
anaesthesia did not show any changes after a period of 8 to 12 
hours in patients in whom there had not been any actual heart 
affection prior to the operation. 
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RECORD OF RESULTS. 


If we accept the changes referred to above as a suitable 
‘standard for judging the injury due to operation, it would seem 
that local anaesthesia has fulfilled the requirements postulated 
and has decreased injury by operation to the lowest possible 
minimum. As a consequence, we believe that this method of 
anaesthesia has enabled us to enhance the success of operative 
intervention. We have also succeeded in extending the operative 
indications to patients upon whom we would not willingly have 
operated without the employment of local anaesthesia. We 
have had large numbers of such patients every year. 

The following operations have been performed with the help 
of my anaesthetic procedure : 


Radical operations by Wertheim’s method ......__... 38 
Abdominal extirpation by Doyen’s method... ...__... 33 
Subtotal hysterotomy by Chrobak’s method 
Subtotal hysterotomy and removal of the adnexa....__ 418 
Removal of the adnexa. Salpingectomy ...... ... 313 
Ventral fixation by Doléris’s method ... ... 
Ventral fixation. Removal of the adnexa ... ..._... 22 
Removal of the appendix ... 30 
Caesarean section i, 304 


Laparotomy performed for other reasons (explorative 
lap., omental resection, removal of the cervical 
stump, extragenital tumours, etc.) ... -1§2 


Vaginal hysterectomy was performed for the following reasons 
in 1929-37: myoma, 134; cancer, 194; other causes, 97; total, 
425. 

The mortality-rate for major operations performed under local 
anaesthesia is as follows: Of 2570 patients (abdominal and vaginal 
hysterectomy), 53 died=2.06 per cent; of 2145 patients subjected 
to laparotomy, 47 died=2.19 per cent; of 425 patients subjected 
to vaginal hysterectomy, 6 died=1.41 per cent. Of the total 
number of 2552 patients, deducting from that number 17 cases of 
cancer and I case of sarcoma—altogether 18 cases, 35 died = 1.37 
per cent. 

The good general state of health of the patients operated upon 
under local anaesthesia was a striking phenomenon when com- 


; 
é 
098 


TECHNIQUE OF LOCAL ANAESTHESIA 


pared with the state of health of those operated upon under 
general narcosis. In the case of patients operated upon under 
local anaesthesia vomiting is very rare; and in the majority of 
cases peristalsis can be induced easily by means of a simple 
enema applied 24 hours after the operation. 

There is no lasting or painful vomiting or retching such as is 
in evidence after general narcosis. In an insignificant number of 
cases, 10 to 12 per cent, slight vomiting was in evidence ann 
for only a few hours after the operation. 

From the statistics given below it will be seen how favourable 
the results are in respect of thrombosis and embolism. To my 
mind the favourable character of these statistics is due primarily 
to the circumstance that we operate principally under local 
anaesthesia. Thereby we eliminate the fall in blood-pressure 
and the weakening of the circulation caused by narcosis. We thus 
exclude the factor responsible for increasing a tendency to 
thrombosis and embolism. According to the observations made 
by Brandes during experiments on animals, general narcosis 
decreases the temperature of the body by 3 to 4 degrees. I have 
already referred to the fact that by means of local anaesthesia we 
are able to lessen the frequency of thrombosis and embolism. 
Below I give the thrombosis and embolism statistics collected in 
the university clinical hospital under my control, comparing the 
same with the corresponding statistics of some other institutions. 


Gynaecological thrombosis and embolism statistics. 


Name of No. of No. of Thromb. No. of Emb. 


Author Year operations thromb. percent embolism per cent 

Kreiger 1918-28 4,896 44 0.89 21 0.43 
(K6nigsberg) 

Junghans 1920-32 4,568 69 1.5 38 0.8 
(Halle) 

Schmidt 1920-31 6,114 134 2.19 26 0.42 
(Breslau) 

Hinselmann ? 3,533 nodata_ no data 12 0.34 
(Altona) 

Pankow 1919-28 3,825 13 
(Freiburg) 

Zangemeister 1919-28 4,540 II 0.24 
(K6nigsberg) 

Schaefer 1919-28 1,765 27 1.54 
(Berlin) 
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Gynaecological mortality-rate of embolism shown in the statistics of the 
last 10 years according to Geissend6rfer, 0.11 to 0.43; average, 0.38. 

Nygaard, Majo Clinic. Among 165,000 patients operated upon the number 
of thrombosis and embolism amounts to 1.03. 

Gynaecological and Obstetrical Clinic No. 1, Budapest, 1930-38: number 
of operations, 2,444 (2,040 laparotomy, 404 vaginal hysterectomy); throm- 
bosis, 12; thrombosis, per cent, 0.49; embolism, 4*; embolism, per cent. 0.16. 

* 1, Ovarian fibroma (removal of the adnexa). 2. Carcinoma of the 
ovary. 3. Multiple myoma of the uterus (Chrobak). 4. Removal of 
ovarian cyst. 


The second most important problem incidental to post- 
operative complications is that of pneumonia. 

I am fully convinced that after operations performed under 
local anaesthesia post-operative pneumonia is rarer than after 
operations performed under general narcosis. This fact is sup- 
ported also by Rehn’s observations respecting defective thermo- 
regulation during narcosis. It goes without saying that even after 
operations under local anaesthesia there are cases of post-operative 
pneumonia, though these cases are less frequent and less signifi- 
cant. A pulmonary complication may arise, for instance, by 
infarction. During influenza epidemics, in particular, when less 
care is taken, slight bronchitis present before an operation may 
pass unnoticed. That is why, during an attack of influenza or of 
other epidemics, I generally refrain from operating on a patient 
on the first day after admission to hospital, doing so only after 
she has been 2 to 3 days under observation. The most important 
advantage is that such cases of pneumonia are much lighter in 


No. of _Pneu- Bron- Per Per 
Authors operations monia cent chitis cent Total cent 
Statistics of 
Peham-Amreich’s 
Manual... ... 2,229 20 0.8 114 4.6 134 6.0 
Diakonissen- 
Hospital, 
Freiburg ... 4,330 44 26 0.58 70 1.5 
Henle, 
Mortality rate ... 3.6 
Gynaecological 
Univ. Clinic 
No. 1, Budapest 2,570 be) 0.38 9 0.35 19 0.73 


Mortality rate ... 
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character, and the mortality is practically nil, when the operation 
is performed under local anaesthesia. 

Pulmonary complications are of rare occurrence after 
operations under local anaesthesia, a fact proved by the fore- 
going table. 

With our local anaesthesia procedure we have succeeded in 
extending operative indications to cases of internal diseases in- 
curable because of the presence of a genital disease. Large 
abdominal tumours are certainly not indifferent to heart com- 
plaints, to troubles of the respiratory system or to blood-pressure. 
Obstinate haemorrhage exercises a noxious effect in cases of 

‘diabetes or Graves’s disease. 

With regard to the degeneration of the heart-muscle caused by 
organic heart disease or the heart weakness of elderly persons my 
opinion differs from that generally accepted. My opinion is based 
upon experience gained in operations performed under local 
anaesthesia. I should like to call the attention of consulting 
physicians to the experience gained by us according to which large 
tumours complicated by heart disease do not form any counter- 
indication to operative intervention. We have performed several 
operations under local anaesthesia despite the warnings of physi- 
cians; and what we have observed in these cases, was not any 
injurious effect, but a significant improvement in the functioning 
of the heart. 


No. of Internal Laparo- Vaginal 
cases diseases tomy operations Consequences 
62 Vitium cordis 40 22 I pneumonia 
Myocarditis 1 collapse 


2 exitus due to vitium 
1 exitus due to sepsis 
37. Hyperpiesia over 


160 Merc. mm. 26 II I exitus, sepsis 
4 Chronic nephritis 4 a — 
3. Pulmonary 
emphysema 3 
16 Struma 12 4 — 
6  Exophthalmic goitre 3 3 — 
(Graves’s disease) 
16 Diabetes 9 7 — 
5 Subacute bronchitis 3 
149 cases 96 53 
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Of the 2145 cases of laparotomy and 425 cases of vaginal opera- 
tions performed between August 21, 1929, and January 1, 1938, 
149 cases were complicated with internal diseases. 

The mortality rate of operations complicated by the presence of 
internal diseases was only 2.6 per cent (4 cases.) 

Our experience has made us more than ever ready to employ 
local anaesthesia when operating upon elderly patients, because 
that method involves less interference than the method of opera- 
tion under narcosis. 

Statistics relating to cases of laparotomy and vaginal hyster- 
ectomy respectively performed on patients over 50 years of age: 


No. of 
cases 

Age between 50 to 60 years: 

Age between 60 70 

Laparotomy 44 

Vaginal 24 

Age over 70 years: 

Laparotomy 6 

Vaginal 4 

Total 10 
Number of operations of petite Over 50 years: 

Out of 304 cases post-operative complications 

of patients over 50 years old: Broncho- 

pneumonia, pneumonia, bronchitis .. 5=1.6 per cent 


All five patients in question were between 50 and 60 years ot 
age. The complications concerned were: 2 cases of pneumonia, 
1 case of broncho-pneumonia and 2 cases of bronchitis. One of the 
patients had had bronchitis prior to the operation, so that we 
have really to: deal only with four cases = 1.3 per cent. And 
there was not a single death. 
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The mortality rate of major operations on patients over 50 
years of age shows the following figures : 


per cent 

Between ages 50 to 60 years: 

Out of 135 laparotomy .. ws 

Between ages 60 to 70 years: 

Out of 44 laparotomy .. << “SS 

Out of 24 vaginal sin 
Over age of 70 years: 

Out of 6 laparotomy .. 

Total: 304 Total: 10) -="32 


The mortality rate of the 304 patients between 50 and 70 years 
of age operated upon as above was only 3.2 per cent. 

In connexion with these figures I should like to call particular 
attention to the very small rate of mortality in the case of vaginal 
operations, it being strikingly less than in the case of laparotomy. 
Moreover, convalescence is so much easier and there is much 
less pain after vaginal operations. 

Seven patients between 50 and 60 years of age upon whom 
laparotomy was performed died after operation : 1 from uraemia, 
tT from pulmonary embolism, 3 from sepsis, 2 from peritonitis. 

Two patients between 50 and 70 years of age died after vaginal 
hysterectomy, both from peritonitis. 

One patient between 60 and 70 years of age died after laparo- 
tomy, the cause being pulmonary embolism. 

The exclusion of narcosis in these complicated cases cannot 
however be regarded as having completely solved the question. 
We must also endeavour to lessen the injury done by operation 
by applying suitable medical treatment before and after the 
operation. Anaemic patients, for instance, must be strengthened 
by transfusion of blood before operation. Patients suffering 
from diabetes must be subjected to a special cure before operation. 
And, finally, elderly patients, and persons prone to thrombosis, 
must be moved from their beds to armchairs on the second day 
regardless of the character of the operation undergone by them. 
To such patients we must give plenty of liquid and some veritol, 
a specific resembling adrenaline. 

The most serious gynaecological operations may be performed 
without proving fatal to patients suffering from valvular defects, 
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degeneration of the myocardium, arterio-sclerotic hypertension, 
renal troubles, diabetes or Graves’s disease, or to patients suffer- 
ing from catarrhal and specific changes of the respiratory organs. 
We naturally operate only in the presence of serious indications. 

To separate central heart and peripheral arteries or veins re- 
spectively, is—as aptly stressed by von Romberg—not in the least 
indicated. In the living organism the two factors of circulation, 
the heart and the peripheral vessels, are strictly co-ordinated in 
their functions. In operations performed under local anaesthesia, 
by omitting the use of central paralysing narcotics and by ad- 
ministering small quantities of adrenaline with the solution em- 
ployed for local anaesthesia, we can avoid relaxation of the 
cardiac muscle and of the blood-vessels. By the latter we also 
prevent the danger of collapse. We must not fail to apply suitable 
preparations before operating on patients suffering from heart 
disease or diabetes, e.g., diet, sedatives, digitalis; and in urgent 
cases strophanthin. 

By means of local anaesthesia we also prevent the relaxation 
of the tonus of the whole muscular system which sets in after nar- 
cosis. Henderson has most emphatically stressed this point. 

By the use of local anaesthesia we have eliminated the injurious 
effect exercised by an operation on the whole body and on its 
reactive power. The advantage accruing from the employment of 
local anaesthesia may be proved by a mere cursory glance at the 
patient one or two days after the operation. Nausea, retching and 
pain are absent; the patient’s pulse functions well, and her 
general state of health is remarkably good. 

The necessary setting for the application of local anaesthesia 
and the confidence of the patient is obtained when the latter sees 
the good state of general health of patients who have been 
operated upon. Laparotomy and the most serious vaginal opera- 
tions may be performed without danger by the use of local 
anaesthesia, as are abdominal operations in general surgery. 

We often hear criticism to the effect that local anaesthesia is 
not a humane procedure because patients are afraid of the opera- 
tion and are in a state of conscious excitement. I can only repeat 
what I have said before, that we always make certain preparations 
before applying local anaesthesia. We administer 0.5 to I gramme 
of veronal per os the evening before the operation and I to 2 
ampullae of pernocton 2 hours before operating, repeating the dose 
an hour later. If the patient is still excited and frightened, we 
inject intravenously 1 to 1.5 cubic centimetres of pernocton. To 
young and healthy patients we may administer 0.0003 gramme of 
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scopolamin as well 1 to 2 hours before the operation. Experience 
gained in several thousand cases shows that operations under 
local anaesthesia involve great advantages. Local anaesthesia 
combined with the preparative procedure described above is more 
humane and less trying than an operation under general narcosis. 
Patients are not so often subject to the disagreeable and frequently 
painful consequences incidental to such operations. 

Another criticism of local anaesthesia is that it takes a consider- 
able time and is complicated. Now, in hospitals local anaesthesia 
can be carried out by one of the assistants in advance, thus reliev- 
ing the operating surgeon. The carrying out of paralumbar, 
parasacral and abdominal-wall anaesthesia takes altogether some 
20 to 25 minutes, the time required when parasacral anaesthesia 
is omitted being about 15 minutes. 

As mentioned above, it is not always necessary to apply both 
paralumbar and parasacral anaesthesia. Very often it suffices to 
make a secondary infiltration of the ligaments after opening the 
abdomen—when the patient has been quieted by the administra- 
tion of pernocton-pantopon. That means a considerable saving 
of time. 

I admit that the local anaesthesia procedure here described is 
more complicated than spinal anaesthesia. But the latter is not 
without danger even in the present age of highly developed tech- 
nique, and often has such disagreeable consequences as head- 
ache and vomiting. I cannot approve of the application of spinal 
anaesthesia, for instance, in plastic operations, for in such cases 
the anaesthesia is more dangerous than the operation itself. More- 
over, its effect usually lasts for a much shorter time and, in the 
case of major operations, has more frequently to be followed by 
narcosis than has any form of unsuccessful local anaesthesia. 

Experience gained in some 4,000 to 5,000 cases has placed me 
in a position to declare that post-operative complications are less 
serious and the mortality rate smaller after operations performed 
by our method, while the procedure incidental to our anaesthetic 
method does not itself involve any danger. 
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LIVERPOOL MATERNITY HOSPITAL. 


REPORT FOR THE YEAR ENDING DECEMBER 3IST, 1936. 


Mr. C. J. K. HaMIcton has contributed the obstetric section of this report 
and Miss Duval has prepared the pediatric section. Both are excellent, 
but we are sure that Mr. Hamilton will not misunderstand us when we say 
that it is the part devoted to the newborn infant which places this report 
in a class by itself. 

The completeness of this section may be judged from the fact that it 
occupies ten pages, and its contents reveal the great care and the cor- 
responding success with which this department is conducted. For instance, 
the incidence of infection is very low, and the results obtained in cases of 
haemorrhagic disease and inanition fever are remarkably good. Everyone 
will be impressed by the high survival rate among the premature infants, 
for out of a total of 154 no fewer than 123 were dismissed well. Of the 31 
who died, 11 did not live 24 hours and 6 were born with malformations 
incompatible with any but a short life. Details are given regarding 27 
cases of intracranial injury, 14 of which were fatal. It would appear from 
the table on artificial feeding that all but one of the 13 surviving infants 
were breast-fed. As a matter of personal interest we should like to ask if 
this is the routine custom in this institution, as we have always held the 
opinion that such infants are more likely to live if they are kept absolutely 
still and fed by stomach tube. This is not a criticism; it is a request for 
expert guidance. 

The purely obstetrical part of the report is also full of interest. It has 
been accurately compiled and it introduces a feature which we would recom- 
mend to other registrars in the hope that they may find it possible to 
adopt it in the future. The innovation consists in the insertion here and 
there of short explanatory paragraphs which make the accompanying tables 
doubly valuable. As an illustration we may quote the letterpress in the 
section on breech cases. Gibberd’s classification is followed but the un- 
complicated cases are further divided into two groups, ‘normal’ and 
‘ difficult’. These terms are briefly but adequately explained in words 
which succeed in giving a living clinical picture instead of a mere dry 
definition :— 

‘‘Normal Breech Deliveries (32 cases). The patient was in the lithotomy 
position, the buttocks or buttocks and feet were born spontaneously, or at 
the most were delivered by inserting two fingers into the vagina, while the 
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head was delivered simply by swinging the child up over the mother’s 
abdomen, with, in a few cases, the addition of suprapubic pressure. 

“Difficult Breech Deliveries (21 cases). More extensive manipulation 
were resorted to. In the majority a set technique (with minor variations 
in individual cases) was followed. In the primiparae, episiotomy was 
performed under local anaesthesia, when the buttocks, or buttocks and 
feet, were appearing at the vulva. The birth of the buttocks was assisted 
by groin-traction. Light general anaesthesia was administered, and after 
delivery of the arms, the head was encouraged to enter the pelvis by 
allowing the child to hang from the vulva. The head was then delivered 
by keeping the child taut and swinging the child up over the mother’s 
abdomen; when this was insufficient, suprapubic pressure was applied.’’ 

The number of indoor patients during the year was 2,492, of which a 
considerable proportion were abnormal. The complications are very fully 
detailed in a series of admirable tables. Considering the gravity of many 
of the cases the results on the whole are good, the maternal mortality 
being only 0.72 per cent. The rate for the booked cases is 0.56 per cent, 
and for the emergency cases 1.11 per cent. It appeared strange to the 
reviewer that a number of the patients who were delivered by Caesarean 
section for cardiac disease were not sterilized. Our own feeling is that a 
patient who needs Caesarean section for this indication cannot safely 
undergo another pregnancy. Perhaps in the next report the explanatory 
notes already referred to may be extended to include such problems. 

No doubt the practitioners and the general public in Liverpool are well 
aware of the high standard of the work done, and the large attendance at 
the Pre-maternity Clinic and the large number of visits per patient may 
be taken as an indication of their appreciation. 


QUEEN CHARLOTTE’S MATERNITY HOSPITAL. 
REPORT FOR THE YEAR 1936. 


QUEEN Charlotte’s Report is always interesting. The present number 
maintains this appeal, and the pleasure of studying it is enhanced by care 
which has been exercised in the preparation of the tables and in the 
calculation of percentages, and by the absence of trivial but irritating 
errors. 

The report proper deals with the 2,510 indoor patients, 2,266 of whom 
were booked and 244 were sent in as emergencies. All of the tables are 
good, but we might mention particularly those regarding albuminuria, in- 
duction of labour, delivery by the forceps, and uterine inertia. 

Differences in treatment and technique will inevitably occur in different 
schools, and it is fascinating to observe them and to endeavour to find the 
reasons which lie behind them. The discovery of such an explanation may 
even prove illuminating and valuable to all concerned. For instance, in 
Queen Charlotte’s Hospital disproportion is more frequently treated by 
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induction of labour than by Caesarean section, whereas the reverse is the 
custom in certain other hospitals, including that to which the reviewer is 
attached. The decision will obviously be influenced by the severity of the 
deformity in contracted pelvis, but we cannot dismiss the matter so simply. 
The reviewer quite honestly doubts whether all of the inductions described 
in this report were really necessary, and his dubiety is increased by the 
facts revealed in the table on trial labour in cases of suspected dispropor- 
tion. Trial labour usually implies that the obstetrician cannot determine 
beforehand whether or not the patient will need to be delivered by 
Caesarean section. Now in the 51 cases submitted to trial labour in Queen 
Charlotte’s Hospital during 1936, only 3 were found to require Caesarean 
section. Moreover, in the 43 cases in which the length of the true conjugate 
diameter is referred to, we find that the promontory was not reached in 34 
instances. In the reviewer’s experience about 50 per cent of patients allowed 
a trial labour are eventually delivered by Caesarean section, and the type of 
case in which the test is applied is vastly different. As a rule the true con- 
jugate is about 3.5 inches or sometimes less than that. The obstetricians 
concerned would agree in principle that trial labour is desirable in doubtful 
cases, yet the cases they have in mind would be entirely different. Why 
should this be so? The possible explanation is suggested by a consideration 
of the series in which labour was induced for disproportion. In many of 
these the pelvis was definitely not contracted, but the child was large 
enough to produce slight disproportion. Our explanation then is this: 
where gross disproportion is common too little attention is paid to the 
minor degrees, whereas where gross disproportion is rare too much stress is 
is laid on cases of slight degree. We believe that both schools could improve 
their results by copying each other and so remedying their omissions and 
excesses. 

One other question closely allied to this problem of disproportion is 
raised by the frequent mention of deep transverse arrest as an indication 
for delivery by the forceps. In no other hospital is this condition so often 
described. Is there a definite geographical distribution of the android pelvis, 
or are the records elsewhere less perfect, or again does the explanation 
merely lie in the fact that in most hospitals patients delivered by the low 
forceps operation are treated by house-surgeons who may fail to recognize 
the condition when they meet it? 

Many other features of the report invite discussion, but this review is 
already too long. We have time to refer only to one other subject. There 
were 33 cases of placenta praevia: none of the mothers died, but 60 per 
cent of the foetfis were born dead. Caesarean section was performed in 
only two of the cases. The maternal result could not be improved, but is 
it not the case that more of the children could be saved if Caesarean 
section were more frequently employed? 

It will be apparent that the reviewer has enjoyed this report and that 
it has suggested quite a number of speculations to him. He is perfectly 
certain that it will stimulate thought in all who read it. 
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THE MATERNITY DEPARTMENT OF ST. MARY’S HOSPITALS, 
MANCHESTER. 


REPORT FOR THE YEAR 1936. 


‘TuIs is a straightforward statement of the work done in a busy institution 
‘during the year. But it is a little bald and abrupt for the registrar has not 
taken the trouble to calculate percentages except in a few instances. It is 
rather surprising that anyone who has drawn out some 50 pages of tables 
should not have had sufficient interest to do the necessary calculations if 
only to enable himself to compare the results of the methods he has seen 
‘with those of other centres. In most other respects the report is satis- 
factory. There is, however, one apparent discrepancy. In Table V it is 
stated that Caesarean section was performed on 17 cases of ‘‘persistent 
occipito posterior, malrotated occipito posterior deep transverse arrest’, 
but in the table detailing the indications for Caesarean section this com- 
plication is not mentioned. Incidentally, we are informed that the indica- 
tion for Caesarean section in one case was hydramnios, although it is only 
fair to add that under the heading of ‘‘remarks’’ the word ‘‘diabetes’’ is 


entered. It is perhaps over-critical to object to the free manner in which 


the term ‘‘obstetric shock’’ is used in the report since there is no general 
agreement as to the nature of shock itself. Still it does seem unwise to 
apply the term to cases of ectopic pregnancy, Caesarean section, and to 
patients who have almost certainly died from haemorrhage associated with 
placenta praevia. 

The reviewer was particularly interested in the excellent table giving 
details of the eclamptic patients and in the account of the treatment em- 
ployed in these cases. As this Journal will be read by many who may 


not have the opportunity of consulting the original report it might be 


well to quote this scheme of treatment in full :— 


Hours. 


o. Morphine sulph. gr. 4, coramine 1 c.cm. 
Magnesium sulphate 10 c.cm. of 25 per cent solution intra- 
muscularly, and 5 c.cm. after each convulsion. 
Dextrose 1000 c.cm. of 20 per cent solution intravenously 
repeated if necessary. 

y%. Gastric lavage, leaving in stomach castor oil 2 oz. and 
croton oil 2 minims. Colon lavage, leaving in colon mag. 
sulph. 2 oz. (anaesthesia if required). 

1%. Chloral hydrate grs. 30 per rectum or mouth. 
3. Morphine sulph. gr. 4%. 

4. Coramine I c.cm. 

7.  Chloral hydrate grs. 30. 

8. Coramine I c.cm. 

12. Coramine 1 c.cm., chloral hydrate grs. 20. 
16. Coramine 1 c.cm. 
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’ 20.  Coramine 1 c.cm., chloral hydrate grs. 20 (and later chloral 
hydrate grs. 20, 8-hourly, if required. 

The patient is nursed in a darkened labour ward and pre- 
cautions are taken to ensure absolute quietude. Strict attention 
is paid to keeping the air passages clear and oxygen is resorted to in 
the presence of cyanosis. 


Another point of general interest is the method of induction favoured 
in this institution as shown in the following table: medical induction was 
used in 118 cases, bougies in 44, rupture of the membranes in 24, and a 
hydrostatic bag in only 8. Therapeutic abortion was performed in 55 cases, 
but the methods selected are not stated. 

The results obtained in contracted pelvis were particularly good. In 
all, 185 cases were delivered and there was not a single maternal death. 
The foetal mortality among the booked cases was only 2 per cent, and in 
the emergency cases 11.4 per cent. The hospital staff may also congratu- 
late itself upon the fact that of the 2,303 patients delivered only 2 died of 
sepsis. 


THE PRINCESS MARY MATERNITY HOSPITAL, NEWCASTLE. 
REPORT FOR THE YEAR 1936. 


Tue foreword to this report takes the form of a review of reviews in which 
the registrar takes exception to certain of our remarks upon his previous 
report. Here is an extract from his preface :— 

“The large number of cases of ‘failed forceps’ admitted is taken as an 
indication that ‘the standard of obstetrics in the surrounding district is 
not very high.’ This is obviously a false deduction as the number depends 
on so many factors. In assessing whether the figure is high account should 
be taken of the proportion and severity of all the emergency cases admit- 
ted, of the proportion of hospital to other classes in the population 
served and the readiness of practitioners to send such cases in or to use other 
means of achieving delivery. Many hospitals are unwilling to admit such 
cases. This hospital does not refuse any emergency case save an occasional 
abortion and practitioners are encouraged to send their failures to hospital. 
One wishes the figures were greater. A more ready acceptance of defeat by 
the attendant would swell the number of ‘failed forceps’ but many of the 
post-partum septic admissions would have been saved had forceps not 
‘succeeded’.”’ 

In the face of such subtlety Munro Kerr, the acknowledged master of 
obstetric finesse, appears a mere raw amateur. In his Operative Obstetrics 
he devotes 40 pages to a discussion of the forceps-operation but he says 
all he wants to say about the subject of failure to deliver by the forceps 
in a single page. He gives the figures for Glasgow and Newcastle, quotes 
from the Report on Maternal Mortality and Morbidity in Scotland, and 
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then adds this one simple sentence, ‘‘It is little short of a scandal that 
this state of matters should continue and should be permitted to continue.’’ 


BOROUGH OF CROYDON. 
CLinicaL REPORT OF THE COUNCIL’s OBSTETRIC SERVICE FOR THE YEAR 1936. 


APPENDIX I gives a general description of the service, Appendix II gives a 
detailed account of the routine ante-natal supervision employed, the intro- 
duction summarizes the magnificent results obtained, and the report as 
such gives in tabular form the individual features of the complicated cases. 
This is without doubt the most complete and the most perfect of all the 
reports in the present batch. Nothing more need be said by way of review, 
but we should like to quote some of the outstanding paragraphs. 

Here in the first place are the general results :— 

1,287 of the 3,373 births allocated to Croydon were dealt with by the 
service as booked cases. Two deaths among the booked cases (mortality 
11.6 per 1,000) and eleven other maternal deaths in Croydon gave the 
borough a maternal death rate of 3.85 per 1,000. 

The stillbirth rate among booked cases is 30 per 1,000 in 1936 com- 
pared with 26 per 1,000 in 1935, but the infant death rate for the first 21 
days of life has fallen from 25 per 1,000 live births in 1935 to 14 in 1936. 

Secondly, here is an illustration of what can be done by careful ante- 
natal supervision to reduce the number of stillbirths due to breech 
presentation :— 

“The prevention of infant deaths due to breech labour has again been 
successful. The total infant losses associated with uncomplicated breech 
labour per 1,000 total booked births was 1.6 in 1936. In 1934 it was nil, 
and, in 1935, 1.6.”’ 

Thirdly, here is a full statement of the method of dealing with these 
cases during pregnancy :— 


BREECH PRESENTATION. 


Breech presentation diagnosed 


External version successful ... ais 
Allowed to go to term as breech . wa ee”, 
Referred to hospital for external version under ‘amnaitheiin ee: 
Of these, Version under anaesthesia successful... 
Version under anaesthesia not successful a 

Not recognized as breech before labour ... 


Lastly, the following details of the work of the post-natal clinic will be 
of interest to those who conduct such a department or contemplate begin- 
ning one :— 
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CLASSIFICATION OF ABNORMAL Post-NaTAL CASES. 


Source of cases attending 


Percen- Percentage 
Case Group Mayday St. Mary’s tage of ofallcases 
Hospital Hospital Elsewhere Abnormals attending 

Retroversion and delayed 


involution 34 34 8 59-4 8.9 
Delayed involution 9 I 6 12.5 1.9 
Trauma 3 5 7.8 
Infection ... 6 4 7.8 
Chronic nephritis 2 Co) o 1.6 0.2 
Other sed 4 8 2 10.9 1.6 


Totals... 58 48 22 100.0 15.0 


Enp RESULTs. 


Eight hundred and nine cases were treated to their termination, other 
than death, during the year, and the results were classified as follows :— 

Resutt I. Health unimpaired as a result of recent confinement, i.e. 
no symptoms and no anatomical or functional disability. 

Resutt II. Health slightly impaired as a result of recent confinement, 
i.e. no symptoms or disability, but anatomical damage, likely to lead to 
disability in the future, particularly if increased by further pregnancies. 
This group includes cases impaired by previous confinements, and further 
damaged by the recent confinements so as to make the total impairment, 
due to all previous confinements, equal to that described in Result III. 

Resutt III. Health seriously impaired as a result of recent confinement, 
i.e. symptoms or disability present due to trauma, imfection, etc.; or 
damage to vital organs as in chronic nephritis. 

St. Mary’s 
Mayday Maternity 
Hospital Hospital Elsewhere Total 


Result I 316 379 54 749 
Result IT aes 27 20 12 59 


Totals treated to conclusion ... 343 400 66 


JESSOP HOSPITAL FOR WOMEN, SHEFFIELD. 
REPORT OF THE MATERNITY DEPARTMENT FOR THE YEAR 1936. 


As always, this report is very neatly arranged and beautifully printed. 
This particularly applies to the case-histories, which can be read with 
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pleasure and comfort. In many hospital reports the custom appears to be 
to set these histories in the smallest type and to crush and compress them 
as much as possible. 

The contents of the report do not lend themselves to detailed criticism 
since the number of patients treated in the hospital is small (approxi- 
mately 1,000) and the emergency cases constitute only some 23 per cent 
of the total. It is all the more surprising that while tables have been pre- 
pared of almost all the abnormalities, including transverse lie of which 
there were only 5 cases, no detailed table has been drawn up for albumin- 
uria of which there were 193 cases, and which constitutes the largest 
category of all the complications. Moreover, the term albuminuria is used 
in an unusual manner to include cases of urinary infection, cardiac disease, 
and hydramnios. We are told that catheter specimens were taken in all 
these cases, and we can infer from the scanty data given that the blood- 
pressure was also taken, but we are given no information about the treat- 
ment, the maternal death-rate, the foetal death-rate, the urinary output, the 
amount of albumin, the parity of the patients, the duration of the pregnancy, 
the nature of the delivery and so on. There were 11 cases of eclampsia, 
all of which were treated by a modified Stroganoff method. The character 
and extent of the modification are not specified. More information is given 
about breech deliveries, of which there were 71 in 70 patients (one set of 
twins). But here again we must observe that the registrar would increase 
the value of his report if he were to follow accepted practice and use stan- 
dard terms in their accepted meaning. He naturally excludes from his list 
patients who were delivered by Caesarean section, but he includes breech 
presentations which were produced by version, and he further vitiates his 
calculations by classifying extended legs as a complication. © 

The most interesting part of the report is the section decribing the 
work and the findings of the Puerperal Sepsis Department. Details are 
given regarding the clinical and bacteriological observations on a series of 
183 genital tract infections. Some of these were transferred from the Jessop 
Hospital while others were admitted direct. The usual clinical grouping is 
adopted, and under each heading the method of delivery, the bacteriology 
of the throat and cervix, and the results are correlated. 


THE EAST END MATERNITY HOSPITAL 
REPORT FOR THE YEAR 1936. 
Tus hospital is a sort of obstetric Utopia. During the year 1936, 1,800 
patients were delivered, the forceps-rate was 4.2, the maternal mortality 
2.2 per 1000, the pyrexia-rate 1.2, the stillbirth rate 1.6, and the neo-natal 
death-rate 1.6 per 1000. Only one patient died of sepsis. 

The explanation is that very few abnormalities were encountered, largely 
because the antenatal care is so perfect. But the intranatal care is also 
very good as will be evidenced from the fact that only one foetus was still- 
II4 


as 
23 
23 


HOSPITAL REPORTS 


born in a group of 122 cases of occipito-posterior positions. There were 
74 cases of breech presentation, 6 face presentations, 1 brow presentation, 
and 3 cases of transverse lie. The forceps was employed in 82 cases, labour 
was induced on 70 occasions, and 1 patient was delivered by Caesarean 
section. There appears to be some dubiety about the number of cases of 
antepartum haemorrhage. Table 1 gives the figure as 21, Table VII says 
there were 17 cases of accidental haemorrhage and gives details of 10, while 
Table VIII gives particulars of 8 cases of placenta praevia. Table VII is 
interesting from another point of view. According to this table there were 
7 patients with mixed or concealed accidental haemorrhage, all of whom 
gave birth to a living child. It seems to the reviewer to be impossible that 
these can have been true examples of concealed or mixed accidental haemorr- 
hage in the ordinary clinical sense, for no amount of skill will keep the 
foetus alive if its placenta is almost wholly detached. 

The main value of this report is that it demonstrates the importance 
of antenatal care and the results which can be obtained when the major 
complications of obstetrics are eliminated. 


THE SCHOOL OF MIDWIFERY AND GYNAECOLOGY OF 
HONG KONG UNIVERSITY. 


REPORT FOR THE YEAR 1936. 


The following is an extract from the very graceful introduction to the 
report. 

“‘The classification of the obstetric section of this report is the same as 
that adopted by Queen Charlotte’s Maternity Hospital, London, and is the 
one suggested by the Committee for Unification of Obstetric Hospital 
Reports which was appointed by the Royal Society of Medicine. I wish to 
record my thanks and appreciation to the Medical Committee of Queen 
Charlotte’s Maternity Hospital for allowing me to use their system of 
classification. 

‘‘My predecessor, Professor R. E. Tottenham, vacated the Chair in May 
1935, and until my arrival in November of that year Dr. Pillai acted as 
Head of the Clinic. The Chair was founded by the Rockefeller Foundation 
in 1924 and Professor Tottenham was appointed to it in that year. I should 
like to take this opportunity of congratulating him on the present position 
of this clinic and to state that the prestige in which it is held is due in 
large measure to his guidance, organisation and teaching. As a newcomer 
to the East my task has been considerably alleviated by the fact that the 
clinic was founded by one who had not failed to impress upon his colleagues 
the principles of and the modern attitude towards obstetrics and gynae- 
cology.” . 

During the year the Obstetric Department treated 2,367 patients of 
whom 2,245 were delivered. Only 154 were booked cases, the remaining 
2,213 were emergencies, yet the number of complicated cases is surprisingly 
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low. There were 87 cases of albuminuria, 6 of eclampsia, 15 of antepartum 
haemorrhage, 2 face presentations, 7 shoulder presentations, and 71 breech 
presentations. In 64 cases forward rotation of the occiput did not occur. 

Excellent tables are given with full details of all these conditions, and 
the results will bear the closest scrutiny. It is interesting to note that in 
the 58 emergency cases of persistent occipito-posterior position the delivery 
was effected in the following manner: manual rotation and delivery by the 
forceps, 3 cases; spontaneous delivery face to pubes, 45 cases; and delivery 
by the forceps with the face to pubes, 10 cases. Only 5 of the children 
were stillborn. Of the breech cases 11 were complicated, and the incidence 
of stillbirth in this group was 54 per cent. Thirty of the 60 uncomplicated 
cases delivered themselves and 30 required assistance; the stillbirth rate was 
36 per cent and 20 per cent respectively. 

Maternal morbidity is very fully discussed and the monthly distribution 
of pyrexia and the monthly incidence of infection by haemolytic strepto- 
cocci are clearly set out. This section is followed by a brief account of 
the fatal cases. Very reluctantly, as the report as a whole is so good, we 
must make two criticisms of this part of it. In the first place the type is 
so small that it is really difficult to read. Secondly, the details given are 
too meagre. We should have welcomed a much more complete description 
of many of the cases, especially the two interesting cases of severe poly- 
neuritis 


THE SIMPSON MEMORIAL HOSPITAL, EDINBURGH. 
REPORT FOR THE YEAR 1936. 


THE Registrar who framed this Report is about as uncompromising as the 
Castle Rock. Time and again he makes the results look ever so much worse 
than need be by his sheer honesty. The term stillbirth ‘‘where not other- 
wise specified’’ (which is never) means stillbirths and neonatal deaths; 
85 patients were diagnosed as septic and added to the total, although their 
temperature never reached the usual level of notification; and 4 cases of 
hysterectomy for rupture of the uterus are included in the list of Caesarean 
sections to raise the death-rate to a reasonable figure. 

Throughout the report the cases are very well analyzed on an effective 
clinical basis. This adds greatly to the value of the tables, especially those 
on contracted pelvis, pre-eclampsia, and induction of labour. 

The methods of treatment used in Edinburgh are strictly conventional 
and there do not appear to be any fads or fancies. Abdominal hysterotomy 
is perhaps a little more frequently employed than in some other centres, 
and Caesarean section has rather a prominent place in the treatment of 
pre-eclamptic toxaemia, but medical induction is still the most favoured 
method of terminating pregnancy in the later months irrespective of the 
indication. It was chosen in 73 cases, the membranes were ruptured 
artificially in 57, the stomach tube was introduced in 6, and bougies in 4 
cases only. 
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During the year there were 34 cases of eclampsia with a single maternal 
death. The treatment is not described in detail, and since nothing is said 
to the contrary, we may assume that it has not recently been altered in 
any way. In all probability, therefore, the favourable result is to be 
attributed to the mildness of the cases rather than to a change in manage- 
ment. As a rule eclampsia occurs in a very severe form in Edinburgh, but 
the cases of the present series are relatively slight. Only 6 of them had a 
pulse-rate of more than 120, in only 2 did the systolic blood-pressure exceed 
200, only 1 had more than ro fits, and not 1 had a temperature above 
100°F. 

We cannot conclude this review without commending the notes on the 
fatal cases. They are much fuller than the majority of such abstracts and 
they are really well written in proper sentences—not in the awkward, 
stilted, staccato explosives so commonly used to achieve needless brevity. 


THE ROYAL MATERNITY HOSPITAL, BELFAST. 
REPORT FOR THE YEAR 1936. 


AN immense amount of painstaking work has been expended in the com- 
pilation of this Report and on the whole the result is very good—so good 
indeed that it seems unfair to criticize adversely. But the report does 
suffer from an excess of arithmetic, a subject for which the reviewer, in 
common with most obstetricians, has no great passion. We like the essential 
figures to be presented clearly so that it does not need an actuary to unravel 
the truth. Now look at Table II and see what you can make of it. Having 
gone to the trouble of working it out, we can guarantee that it is statistically 


correct. But just how much does it convey to you on a single reading? 
TABLE II—MATERNAL MortTALity. 
1. Total admissions Maternal deaths Percentage mortality-rate 
1691 21 1.24 
2. Ante-natal admissions Maternal deaths Percentage mortality-rate 
1294 4 0.31 
3. Emergency admissions Maternal deaths Percentage mortality-rate 
397 17 4.28 
4. Live births Maternal deaths Maternal mortality 
(total admissions) 21 per 1000 live births 
II04 19 
5. Live births Maternal deaths Maternal mortality 
(ante-natal cases) 4 per 1000 live births 
955 4-2 
6. Live births Maternal deaths Maternal mortality 
(emergency cases) 17 per 1000 live births 
149 114 
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“To the Rea Block are admitted many emergency cases, frankly septic 
on admission, which have been delivered in their own homes by their own 
attendants. During the year 1936 such admissions numbered 193, and of 
these 11 died. These deaths are calculated in our mortality-rates for the 
total admissions to the hospital (column 1) and also for the emergency 
admissions (column 3). In addition, they are included in columns 4 and 6. 

“In estimating the above rates, no correction has been made for the 
emergency cases admitted direct to the Rea Block after delivery, nor for 
the deaths arising in these cases. To obtain the corrected mortality-rates, 
these cases with their deaths must be subtracted, and the rates calculated 
on the resulting figures. 

‘Thus, for example, in column 1, the direct admissions to the Rea Block 
(193), and the deaths occurring in these cases (11), must be subtracted from 

1,691 and 21 respectively, so that the corrected rate may be determined. 
This gives a corrected mortality-rate of 10 deaths out of 1,498 admissions, 
i.e., 0.67 per cent. 

‘Similar treatment of column 3 gives a corrected rate of 6 deaths occur- 
ring among 204 admissions, i.e. 2.9 per cent. 

“In columns 4 and 6 the number of deaths among ‘the emergency admis- 
sions to the Rea Unit, namely 11, must be subtracted from 21 and 17 
respectively to obtain the corrected rates. The denominator in each case, 
of course, remains unaltered, so that the corrected rate for column 4 is 
therefore 10 death per 1,104 live births, i.e., a maternal mortality-rate of 
g per 1,000 live births; and for column 6, 6 deaths per 149 live births, 
i.e., a maternal mortality-rate of 40 per 1,000 live births. 

“The corrected rates as follows :—Column 1, 0.67 per cent; column, 3, 
2.9 per cent; column 4, maternal mortality-rate per 1,000 live births is 9; 
column 6, maternal mortality-rate per 1,000 live births is 4o.”’ 

Another essential of a good report is that the facts given must have 
some real value and that detail should be suppressed unless it has some 
definite significance. It is obviously futile for instance to endeavour to 
express the length of labour with extreme precision, yet we are told that its 
average duration in a certain series of cases was 23.571428 hours. Is this 
by any chance a joke or a misprint? 

In the table reproduced the maternal mortality is stated on three 
occasions as so many per 1,000 live births. We cannot see any advantage in 
this. This method is commonly used in the vital statistics of the community 
as a whole where the number of abortions is quite unknown and the returns 
of stillbirths may not be accurate. But even so it is not the only method 
used; the basis of calculation is often ‘‘total births.’’ In any case there is 
nothing to be gained by comparing the results of a hospital where abnor- 
malities are common with the results in domestic practice where complica- 
tions are rare. 

We do hope that the Registrar will agree that he has allowed his zeal 
to lead him too far. 
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THE GOVERNMENT HOSPITAL FOR WOMEN AND CHILDREN, 
EGMORE, MADRAS 


REPORT FOR THE YEAR 1936 


On the last three pages of this Report there is a table showing the number 
of women delivered in this hospital every month since its foundation in 
September 1844. In the first complete year there were 62 patients, in 1936 
over 4,000 women were confined and 6,395 obstetric cases were treated. It 
is inevitable that a hospital with this long tradition and enormous experience 
should develop a technique and nomenclature suited to its own special needs, 
and if these methods and terms differ from ours, we are not entitled to 
criticize them on this ground alone. As a matter of fact there is not a 
great difference in the treatment of the ordinary complications. One ex- 
ception to this statement is that rotation by means of the forceps is the 
commonest method of dealing with persistent occipito-posterior positions of 
the vertex. It was employed in 32 out of 53 cases. Another manceuvre not 
commonly used in this country, but frequently resorted to in Madras, is 
internal podalic version in cases of delayed labour. During the year under 
review 23 out of 54 cases were so treated. All the mothers survived, only 
3 of the children were born dead, and none died after delivery. 

The maternal death-rate in 71 cases of eclampsia was less than 10 per 
cent, the stillbirth-rate was 25 per cent, and the neonatal death-rate was 
21 per cent. We should be very glad to obtain such results. Perhaps 
eclampsia in India differs in some respects from the disease as we see it 
here. Indeed we know that it does, for it is recorded that 13 of these patients 
had not any albumin in the urine. 

There is a very general impression in this country that the women of 
India are small and slight, but from the table on the indications for the 
application of the forceps we find that the prolongation of labour was attri- 
buted to pelvic contraction in only 7 out of 249 cases. The results in breech 
deliveries would support this finding, as the stillbirth-rate was only 22 
per cent. 

A great many incidental complications are encountered. The chief of 
these is severe anaemia of which there were 178 cases. Dysentery is also 
common, and the list includes malaria, kala-azar, lymphangitis, enteric 
fever, ring-worm, chicken-pox, and a large group of pyrexias of unknown 
origin. 

Might we, while highly commending this excellent Report, suggest that 
the proof-reading has been rather superficial? 


COUNTY BOROUGH OF CROYDON 


REPORT OF THE COUNCIL’s OBSTETRIC SERVICE FOR THE YEAR 1937 


In the past the Croydon Report has been considered in detail—this year 
instead of writing a review we simply want to say that it is one of the most 
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perfect we have ever read and that the work it describes is most creditable to 
all concerned. When the probability of a State Service causes us disquiet it 
is reassuring to have such a record to which one can turn. 


THE NOWROSJEE WADIA MATERNITY HOSPITAL 
REPORT FOR THE YEAR 1937 


Every traveller in the Highlands of Scotland must have noticed how 
difficult it is to develop a really friendly feeling towards a mountain the 
name of which he cannot pronounce. And in the same way one feels 
estranged by the outlandish name of this Institution. Yet it is only necessary 
to read the introduction to this Report to realize that many people must 
love this hospital and work devotedly for it. They would have to love it, 
for the work is heavy and without end. No fewer than 6,866 patients were 
treated in its wards during the year, 5,070 were delivered, and there were 
10,766 new cases at the antenatal clinic. The death rate and morbidity rate 
appear rather high but they are not unreasonable when the nature of the 
complications is taken into account. For instance, out of a total of 561 
morbid cases, 88 were due to malaria and dysentery, 66 resulted from 
anaemia, and 55 were attributable to bronchitis and pneumonia. The 
death rate is adversely influenced by the same conditions, and of the 
96 fatal cases, 26 died of anaemia and 10 of pneumonia. In the purely 
obstetrical complications the results are remarkably good despite the fact 
that many of the emergency cases were almost moribund on admission. 
The Report itself is well presented and must have entailed a great deal of 
work. A few mistakes in spelling have escaped correction, and here and there 
a faulty term has been used, e.g., ‘‘antepartum’’ for ‘“‘accidental’’, and 
“transverse presentation’ instead of ‘‘shoulder presentation’’ or ‘‘oblique 
lie’, but these are minor blemishes and are scarcely worth mentioning. 
Somehow one never reads this Report without feeling rather small and 
without experiencing an unbounded admiration for the staff of this institu- 
tion whose work is obviously so much more difficult than one’s own. 


THE ROYAL MATERNITY HOSPITAL, BELFAST 


REPORT FOR THE YEAR 1937 


In commenting upon the Belfast Report for 1936 it was pointed out that the 
Registrar had gone to an immense amount of trouble to arrive at certain 
figures of little practical value. He has done so again this year, but one 
would not wish to labour this unduly, and it is only fair on this occasion 
to mention some of the many good features of the Report. In the first place 
the Registrar does not take it for granted, as many do, that everyone in the 
world will be conversant with the minute details of the organization of his 
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Hospital and with its relation to allied institutions. He explains the position 
clearly. Many reports make reference to patients transferred to X Hospital 
or admitted from Y Hospital, neither of which is known beyond the boun- 
daries of the city it serves. This leads to much confusion in the mind of 
the reader who cannot follow the subsequent arithmetical juggling to obtain 
the ‘‘corrected results’. 

Secondly, the Registrar is to be congratulated upon the excellence of his 
case-histories and upon the completeness of his description of the post- 
mortem findings. It is always a very difficult thing to convey a satisfactory 
picture of any clinical condition to someone who has never seen the case. 
We need think only of the exasperating telephone messages we receive 
during the night from house-surgeons to appreciate this. A recital of the bare 
facts is not enough, however exhaustive the list may be. The account must 
contain the impression the observer has formed of the cases as a whole and 
a statement of the problem as it presented itself to him. Mr. McClure 
excels in this higher branch of reporting. Here is an example of his method: 
“The case now presented a difficult problem in treatment. For practical 
purposes the patient was. . .’’ etc. And here is another: “‘ . . . Caesarean 
section was performed for the following reasons: the patient’s condition 
was causing some anxiety in spite of the administration of hyoscine from 
time to time and of glucose intravenously; no advance of the presenting 
part and no increase in dilatation of the cervix.’’ These may not appear to 
be very convincing quotations, but the crux of the matter is that we are 
told what was in the surgeon’s mind and not merely what was written 
on the chart. All registrars and registrars-to-be should be advised to read 
these case histories and to copy the technique. 

The third feature one would like to recommend is the analysis which 
precedes each table. This summary has been very well compiled and will, 
in fact, be sufficient for the requirements of the average reader. It deserves 
a little more space and type of a slightly larger size. 

The rest of the Report is on the usual lines and there is no special item 
to which one need particularly refer. If the next report from Belfast will 
not be prepared by Mr. McClure, because his term of office has expired, 
we trust that his successor will maintain the high standard that Mr. 
McClure has set. 


THE CANCER CONTROL ORGANISATION FOR EDINBURGH 
AND SOUTH-EAST SCOTLAND 


REPORT FOR THE YEAR 1937 


THE foreword to this volume explains its nature and its objects. It is too 
long to quote entire, but the following extract will be of general interest: 

‘In the presentation of an Annual Report, it has been the policy of the 
Cancer Control] Organisation to publish in every second year an enlarged 
volume containing some articles of interest to those engaged in the study 
and treatment of cancer. . . . In this Report for 1937 the subjects of cancer 
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of the breast, intrathoracic tumours and the differential diagnosis of swellings 
of the neck are dealt with at length in papers of considerable practical 
importance... . 

‘‘The Cancer Control Organization is affiliated to the British Empire 
Cancer Campaign and is one of the constituent bodies of the International 
Union against Cancer in which forty-eight countries are now combined, 
mostly with the active support of their respective Governments. . . . In 
cancer, even more than in other services to the sick and hurt, a measure 
of regional co-operation is rendered necessary by the extreme costliness of 
some of the newer methods of treatment, such as the Radium Mass Unit. 
The provision of treatment to all classes of the community by these methods 
and the furtherance of clinical and laboratory research raise administrative 
and financial problems of considerable magnitude.”’ 

Well, the Government is now prepared to help in these matters, and if 
we may judge from the size of the newspaper headlines all our difficulties 
are ended and life will henceforth be an easy amble to old age. Yet it might 
be well to avoid undue optimism. No medical problem will ever be solved 
by mere departmental machinery, nor will it serve any good purpose to 
put powerful weapons into the hands of those who do not know how to use 
them. The finest X-ray tubes and the most plentiful supplies of radium 
are not enough in themselves. This is most clearly shown in two articles 
in this Report. One of these deals with ‘‘Radium Therapy’’ and the other 
with ‘‘X-ray Therapy’’, and both reveal how highly technical are the 
methods in question and how easily they may be misused with positively 
harmful results. Everyone who has even the slightest acquaintance with 
radiology is humbly conscious of the fact that for a real mastery of this 
subject a knowledge of advanced mathematics and physics is absolutely 
essential. Few clinicians can lay claim to this knowledge and one has a 
disturbing fear that it is not possessed by all radiologists. For this reason 
we most sincerely hope that the Cancer Control Organization and other 
similar bodies will see to it that at least part of the money is spent in 
adequately training those who will be employed in technical therapeutics 
and technical research. 

The Report is most comprehensive. It includes a description of 
the Follow-up Department of the Edinburgh Royal Infirmary, a discussion 
on the staging of malignant disease, and a series of excellent articles on 
swellings of the neck, the importance of early diagnosis of malignancy, 
mammary cancer, and tumours of the lung, pleura, and mediastinum. In 
addition there is an account of the year’s work in malignant conditions of 
almost every organ of the body, and an analysis of the results obtained 
in the different regions. Short notes on prognosis and treatment precede 
the actual tables in many instances, and the following may be quoted as of 
Special interest to readers of this Journal: 

“Cancer of the Uterine Cervix. Until the end of 1935, the modification 
of the Stockholm method previously described was used for all cases. 
X-radiation was given after the radium treatment was completed, often 
several months later. The delay between radium and X-ray treatment was 
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not considered desirable, but was made necessary by a long waiting list. 
The new method of applying radium begun in January 1936 is an attempt 
to make a vaginal applicator to hold the radium so that its position is con- 
stant. The arrangement of the radium in the applicator is such that the 


POSITION OF VAGINAL APPLICATORS IN RADIUM THERAPY. 


A.—Ulcerating type of malignant growth. B.—Fungating type. 


dosage can be calculated in r units. A series of five rubber corks is 
moulded in one piece so that they are attached side by side with a central 
hole through each cork to hold the radium tube. Each cork is 3.3 cm. in 
length and there are two sizes with diameter 1.5 cm. and diameter 2 cm. 
The radium tube is of active length 3 cm. with 1 mm. platinum filtration, 
and the accurate alignment of the central holes keeps them exactly parallel 
and at a distance from one another equal to the diameter of the cork. The 
distance of the radium to mucous membrane is equal to the radius of the 
cork. No radium is placed in the middle cork of the five, as calculation 
shows the central dose to be high. The applicator is placed in the vagina, 
the tubes lying antero-posteriorly with the ends against bladder and rectum. 
It must be carefully packed in position as it tends to fall back and lie 
against the rectum. The curve of the applicator should be slightly convex 
upwards, so that the lateral corks press out into the lateral fornices. It is 
not intended that the applicator be wrapped round a large cauliflower 
growth. In such a case, the size of the tumour should be reduced either by 
X-radiation or by a large cork placed on either side. The advantage of any 
method which puts the radium in the centre of a thick cork is that a greater 
radium-mucous membrane distance is obtained with a corresponding increase 
of depth dose. To obtain the same increase in the uterus, a tube is used 
made of the same firm rubber as the corks with a conical moulded end and 
a central hole. The largest diameter which is practical for introduction 
through the os is 1 cm. The active length aimed at is 6.5 cm., but this may 
have to be cut down. At first it was considered desirable to give the whole 
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treatment at one application extending over about five days, but this is not 
well tolerated. The treatment was therefore given in two applications of 
forty-eight hours with ten days’ interval, the dose to mucous membrane 
being about 15,000 r. This was followed by X-ray therapy, 3,600 r 
to each of two anterior and two posterior pelvic fields 15x10 cm. The 
average tumour dose with this arrangement was 4,000 r max., 3,500 r 
min. It was found that patients did not tolerate this treatment with 
comfort; there was a good deal of sickness and diarrhoea, and, in a few 
cases, this combination of radium and X-rays was followed by reactions in 
the rectum coming on some months later. A new arrangement of X-ray 
fields, combined with a smaller dose of radium given after the tenth and 
after the twentieth X-ray treatment is being tried. It is hoped that 
this method will provide adequate dosage, and it has already been found 
that it is better tolerated by the patients. 

‘Cancer of the Uterine Body. The method of choice in the treatment 
of these cases is still surgery. In cases of doubt as to diagnosis, dilatation 
and curettage is carried out and radium may be inserted. In view, how- 
ever, of the fact that panhysterectomy is carried out within a very short 
time, the effect of radium appears to be negligible. Should the case be 
inoperable either for technical reasons, such as a very thick abdominal 
wall or the general condition of the patient, or actually inoperable because 
of fixation of neighbouring organs, intracavitary radium may be used. After 
either operation or radium, a full course of X-ray therapy is given.”’ 

Full statistical details are given regarding the results in the main types 
of malignant disease. For example, in carcinoma of the cervix the table 
includes all cases treated from 1930 onwards, and gives the survival rate 
in each of the four stages and the total survival rate year by year. The 
extended columns give the figure for the results obtained by surgery, by 
radium, by X-ray, by surgery and radiation, and by radium and radiation. 
Naturally the numbers are too small to allow of any conclusions being 
drawn—the details are not submitted for this purpose—but the correlation 
of such data from many centres over a long period of years will eventually 
provide the desired information. 

This Report cannot be read hurriedly nor summarized in a few words. 
It requires deliberate study but it amply repays it. 


THE BRITISH HOSPITAL FOR MOTHERS AND BABIES, 
WOOLWICH 


REPORT FOR THE YEAR 1937 


ir would be a great mistake to under-estimate the importance to the com- 
munity of the smaller maternity hospitals such as this. Individually they 
may not deal with many patients and even in the aggregate they treat 
very few abnormal cases, yet there must be thousands of women who 
remember them with gratitude. If these hospitals did nothing more than pro- 
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vide suitable accommodation during labour and the opportunity for proper 
rest during the puerperium they would still be rendering a valuable service 
to many patients who could not otherwise obtain either the one or the 
other. Moreover, the instruction in personal hygiene, infant feeding, and 
child welfare which the patients receive during their stay, cannot but be 
beneficial. 

During the year 1937 the Woolwich Hospital treated 1,152 patients; 
243 of these were delivered in their own homes, and gog were attended in 
the wards. 

Only 3 cases were sent in as emergencies. The others had all received 
antenatal care by the hospital staff. The thoroughness and efficiency of 
this pre-natal supervision is well illustrated by the results of prophylactic 
version in breech presentations. In 61 out of 63 cases the attempt was 
successful; in 12 cases the malpresentation recurred and was again cor- 
rected; and in 2 patients the foetus had to be turned a third time. A 
general anaesthetic was necessary in 20 cases, 17 primigravidae and 3 
multiparae. 

The intra-natal and post-natal care must have been equally good for 
only 2 maternal deaths are recorded in the whole year—a maternal mor- 
tality of approximately 2 per 1,000. According to the Report the maternal 
morbidity rate was 1.4 per cent., but this may not be quite correct since 
the standard is faulty. ‘“‘All cases of pyrexia in which a temperature of 
100.4 F. or more was sustained during a period of 24 hours, or recurred 
during that period, and all maternal deaths, are included as morbid.’’ On 
this basis a patient would not be regarded as morbid even if she had a tem- 
perature of 105° F. for 12 consectutive hours each day, whereas she would 
be classified as morbid if on two isolated occasions within a single period 
of 24 hours the temperature rose to 100.5° F. Of course one does not for 
a moment suppose that this obvious mis-interpretation of the official defini- 
tion of puerperal pyrexia did actually introduce any material error into the 
calculated result. We may, therefore, congratulate the hospital unreservedly 
on its extremely low death-rate and on its remarkable freedom from sepsis. 

On the other hand one must express surprise that it should have been 
considered necessary to induce labour so frequently in an institution where 
comparatively few abnormal cases are encountered. If the reader glances at 
the following table he will understand our bewilderment. 


Glasgow Woolwich 
RM &WH. HAM. & B. 
Cases Cases 
Total patients (indoor and outdoor) ... 9198 1152 
Indoor patients 4724 909 
Breech presentation 297 17 
Face and brow presentation ..._... 25 
Shoulder presentation ... 35 2 


Contracted pelvis... ... 394 5(?) 
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Glasgow Woolwich © 
R.M. & W.H. H£.M. & B. 
Cases Cases 

Ante-partum haemorrhage 305 17 
Albuminuria ... 469 52 
Caesarean section ... ...  ... 224 2 


One’s perplexity is not reduced ie the reasons for terminating the 
pregnancy. The chief indications were :— 


Cases 
Post-maturity ... 43 
Suspected 54 
Disproportion ... 5 
Albuminuria... 39 
Cardiac disease ... ... 14 
Contracted pelvis 1(? 2) 


We have carefully studied the figures from 12 other important 
hospitals to learn the views of their staffs on the matter and to counteract 
any distortion of outlook which we may have acquired from dealing with 
the many distorted pelves which disgrace this city. In only one report 
do we find that the indications for induction of labour include the con- 
dition ‘‘at term’’, and even in this hospital the number of patients induced 
on this account was relatively small.‘ The most definite proof that a patient 
has reached term is the onset of labour. Are we to conclude that Woolwich 
is the only place in the country where, in some 20 per cent of cases, labour 
does not begin spontaneously at the proper time? What other reliable 
evidence is there that pregnancy has run its course? The size of the foetus 
is a guide and so is the duration of amenorrhoea, but the size cannot be 
accurately measured and a patient is not necessarily at term because 40 
weeks have elapsed since the beginning of her last menstrual period. Would 
any great harm have resulted if the majority of the patients in this group 
had been allowed to wait at home for a week or two to see if labour would 
not come on of itself? One quite agrees that post-maturity is a valid 
indication for induction, but one likes to be reasonably sure that pregnancy 
has run its course. 

There is another custom in this hospital which does not commend itself. 
“During the last three weeks of pregnancy, all primigravidae and 
multigravidae with, for example, history of uterine inertia, post-partum 
haemorrhage, etc., receive quinine sulphate, gr. 1% t.d.s.’’ Presumably 
this is done to sensitize the uterus or to increase its tone. Its routine 
application to primigravidae implies that there is an inherent liability to 
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defective uterine action in these patients, which is contrary to one’s experi- 
ence. But it also implies that we are in a position to improve upon the 
normal physiology of pregnancy. Are we? We really know next to nothing 
about the subject, and we would be well advised not to tinker with an 
exquisitely delicate mechanism which we do not understand. It does not 
seems very probable that the omniscience that orders the stars in their 
courses and governs the very origin of life itself, would bungle the physi- 
ology of pregnancy for want of a few odd grains of quinine. 

One’s general impression from reading this report is that the patients in 
this hospital are supervised throughout pregnancy and attended during 
labour with meticulous care but that there is a tendency on the part of the 
medical staff to interfere in a number of perfectly normal cases. ‘‘They 
that are whole need not a physician.”’ 


THE EDINBURGH ROYAL MATERNITY AND SIMPSON 
MEMORIAL HOSPITAL. 


REPORT FOR THE YEAR 1937. 


THE similarity between this Report and last year’s is quite uncanny. The 
total number of patients and the incidence of the several complications are 
practically unaltered. It would almost appear as if there were a standing 
order from some wholesale dealer. There were fewer cases of contracted 
pelvis in 1937 and a corresponding reduction in the number of patients 
delivered by Caesarean section, but there was a very definite increase in 
the number of extractions by the forceps—338 against 257. It is a little 
difficult to account for this from a study of the indications as given in the 
summaries : — 


Indication 1936 1937 

cases cases 
Rigid perineum 33 67 
Maternal distress ... ... ... 78 29 
Foetal distress 60 76 
Contracted pelvis... ... 13 II 
After-coming head... ... 15 13 
Impacted anterior lip... ... I 


We may be absolutely wrong, but we suspect that the indication was 
entered by the house-surgeon who reported the case, and while one house- 
surgeon favoured ‘inertia’, another preferred ‘maternal distress’, and a third 
was of opinion that ‘rigid perineum’ sounded much better. How otherwise 
can we account for the glaring difference in the incidence of ‘inertia’ as a 
reason for the use of the forceps? Edinburgh does not stand alone in this 
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respect, but it does exceed all other centres in the frequency of perineal 
rigidity. On consulting the figures from 15 other hospitals and one finds 
that in 8 of them ‘rigid perineum’ does not appear as an indication for 
delivery by the forceps; it is given as the reason for 1 case in 3 institutions; 
it was the indication in 5 cases in 2 hospitals; and in one report it is 
mentioned as the indication in 12 cases. Is Edinburgh right or are the 
others? 

In all other respects this Report is so nearly a duplication of the last 
one that we do not need to review it in full. But we should like to 
quote one sentence as the supreme example of how to say a great deal by 
saying nothing at all. ‘‘During 1937 every patient received prontosil or 
proseptasine after delivery.— Brit. Med. J., 1, 562, 1938.’’ Could anything 
be more eloquent? 


THE MATERNITY DEPARTMENT OF GUY’S HOSPITAL, 
LONDON. 


REPORT FOR THE YEAR 1937. 


Tus Report reached us only a few days ago, and it is the first we have seen 
in which puerperal morbidity has been assessed according to the recom- 
mendations laid down by the British College of Obstetricians and Gynae- 
cologists. Apart from this innovation the present edition closely resembles 
its predecessors. It retains the distinctive method of classification which 
Guy’s Hospital finds peculiarly suited to its special circumstances, and it 
invites us once more to believe that the incidence of post-partum haemor- 
thage in this institution is extremely high. One has referred more than 
once to the difficulty of defining post-partum haemorrhage and to the 
different standards adopted by different registrars. There never can be a 
satisfactory volumetric standard, but nevertheless the term has a clinical 
significance which is understood by all. That being so it is desirable to use 
it in its accepted sense, otherwise we shall reach the stage when all names 
are meaningless. To indicate the extent to which Guy’s Hospital differs 
from the majority in its use of this particular term, the incidence of post- 
partum haemorrhage as recorded in the reports from the following centres 
has been examined :— 
Total Cases of 


Centre deliveries 

Queen Charlotte’s 2277 35 
Simpson Memorial... ... 2241 30 
Guy’s 865 
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It is obvious from its immediate adoption of the recommendation of the 
College of Obstetricians that Guy’s Hospital is willing to co-operate in achiev- 
ing uniformity. One hopes that in the future it may further this object by 
using the term post-partum haemorrhage in its usual clinical interpretation. 

There is nothing else in the Report which lends itself to comment. As 
always, it has been carefully compiled and accurately printed. The results 
are also very good even although last year’s record has not been repeated— 
but then we cannot expect to be able to state every year that there has 
not been a single maternal death. 


DEPARTMENT OF HEALTH OF NEW ZEALAND 


REPORT OF THE DIRECTOR-GENERAL OF HEALTH FOR THE YEAR 
ENDING 31ST MARCH, 1938 


THE sight of an official document ‘‘printed in pursuance of Section’’ this, 
that and the other always produces in one a sinking feeling. One senses the 
uncongenial atmosphere of red tape, and although one knows quite well 
that the Department of Health has nothing in common with the C.I.D., 
one still feels uncomfortable. The complex machinery of administration is 
chilling; one recoils from the thought of motions and amendments; one is 
as helplessly lost in the intricacies of procedure as are the orphan resolutions 
that are referred backwards and forwards till they find rest in the kindly 
oblivion of some convenient pigeon-hole. One’s mind wilts before legal 
formalities and frets at the endless deliberations of standing committees that 
sit and sit and sit ‘‘until every possible scheme is crushed as flat as a 
pancake’’. And so one turns to this volume with dismal foreboding. 

The first thing that the compositor must have said when he set the last 
page was ‘‘99’’!—for that is its number. But fortunately we have chosen 
a limited speciality and have not taken the whole range of medicine for 
our province. This enables us to pass over six parts of this Report and 
also Appendices A, B, and C. 

We are directly concerned with Part VI alone. It is contributed by 
Dr. T. L. Paget, the Director of Maternal Welfare, who may congratulate 
himself that he has proved our fears to be entirely groundless. We can 
say in all sincerity that this section is intensely interesting. It is very well 
arranged, delightfully written, and contains in addition to the necessary 
statistics a thoughtful and broadminded commentary on the significance of 
the figures and on the problems they reveal. If one’s duty as a reviewer 
is merely to criticize the Report as such one’s task is already ended, for 
Dr. Paget has nothing to learn about the preparation of such a communi- 
cation. One has read it very carefully and can find only two minor slips 
in spelling, and two mistakes in arithmetic which are so gross that they 
could not possibly have been made and must therefore have arisen from an 
error in typing. 

The Report surveys every aspect of obstetric practice in New Zealand, 
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and it is of such general interest that one fully believes that the Editor of 
this Journal would have been tempted to reprint it entire had he read it 
before sending it for review. This being so we will endeavour to indicate its 
main contents, and take the liberty of quoting certain paragraphs verbatim. 

Dr. Paget first explains the nature and scope of the different types of 
hospital in the country and then goes on to describe the extent to which 
these various institutions are utilized in the maternity service. The following 
extracts are in his own words, but for the sake of brevity the less important 
parts have been omitted, such deletions being indicated thus: .. . 

‘The hospital maternity services provided in New Zealand by public 
and private enterprise in the year 1937 consisted of 5 State (St. Helens) 
hospitals (100 beds), 85 public hospitals (507 beds), 197 private hospitals 
(1,020 beds)—in all 1,627 maternity beds or approximately one bed to every 
1,000 of the population. 

A calculation . . . of European confinements—namely, 26,497, plus the 
number of Maori live births, 3,971 (still-births among the Maoris are not 
registered)—gives a total number of confinements for both races as over 
30,000. . . . The actual number of patients who made use of these beds was 
23,033 for delivery and 966 admitted during pregnancy for ante-natal care. 
This shows that the available beds are actually occupied to 71 per cent. 
of their estimated full capacity, allowing twenty patients per annum to 
each bed, each patient being fourteen days in the hospital... . 

Since 1927 the proportion of patients choosing to be delivered in hospital 
has increased from 58.59 per cent. to 86.38 per cent. 

‘Routine and special inspection of all maternity hospitals have been 
made during the past year by the Medical Officers of Health and Nurse 
Inspectors, and their reports and my own inspections, together with the 
results to the patients, show that a good average standard is maintained. 
The main difficulty, as has been the case in general hospitals, has been 
keeping sufficient nurses to give mothers and infants the requisite attention 
and at the same time give the nurses reasonable hours and reasonable days 
off. Both these, together with adequate payment, are necessary, otherwise 
the position will deteriorate. 

‘There is no more trying work to nurses than maternity work, with its 
necessarily irregular hours and disturbed nights. This particularly applies 
to small maternity hospitals in which it is economically impossible to keep 
a night nurse on duty. Unless these somewhat trying conditions are com- 
pensated for by reasonable payment, comfortable living-conditions, and 
economic security on retirement, there will certainly be increasing difficulty 
in attracting sufficient numbers of suitable girls to be trained as maternity 
nurses and midwives... . 

‘Every hospital, particularly maternity hospitals, depends for its effici- 
ency upon its nursing staff, which must not only be well trained, but 
sufficient in numbers. With such a staff a hospital can be kept up to the 
requisite standard, even if its building is inconvenient or unattractive. The 
staff is of more importance that elaborate equipment, which must, however, 
provide for efficient sterilization of dressings and utensils and other essentials. 


120 


HOSPITAL REPORTS 


“I am satisfied that practically all the maternity hospitals are conducted 
efficiently, and the results to the mothers of New Zealand, 86 per cent. of 
whom are confined in maternity hospitals, is convincing proof that, in spite 
of the many unattractive features of these hospitals and their many in- 
conveniences, they supply all that is required for an efficient maternity 
service. 

“Public and private medical and surgical hospitals play an important 
part in the organized maternity services of New Zealand. In the general 
wards of these hospitals practically all cases of puerperal sepsis and many 
cases of puerperal pyrexia are transferred from the maternity hospitals 
or from their own homes. This practice ensures the isolation of patients 
suffering from sepsis from other maternity patients to whom they are a 
danger. Its adoption has been effective in preventing the spread of sepsis 
in maternity hospitals, no outbreak of this nature having occurred for many 
years. 

In addition to the cases taken into these hospitals for isolation, a number 
of emergencies occurring in district cases, many of which are suffering from 
severe complications, are sent to the general wards of the public hospitals, 
special obstetrical wards being lacking. 

“In the year under review the general hospitals received 647 maternity 
cases. Most of these were of extreme gravity. 

“Accessory to the maternity hospitals in which approximately 86.38 
per cent. of European mothers were delivered there are a number of mid- 
wives and maternity nurses in private practice, 39 district nurses in the 
employ of Hospital Boards, and 49 district nurses to Natives employed by 
the Department. These nurses and midwives give attention to the remaining 
3,607 patients who are attended in their own homes or in the homes of the 
nurses, who are permitted to take in one patient at a time without being 
licensed. From these cases the majority of patients sent into the general 
wards of public hospitals are drawn, as conditions under which they are 
confined are unsuitable for giving attendance to patients suffering irom any 
but minor complications.”’ 

The provision of antenatal clinics is next discussed. In 1925, 16 clinics 
made returns showing that 2,289 new patients attended, that 7,816 repeat 
visits were paid, and that the average number of visits per patient was 
4.41. The corresponding figures for 1937 were: 30 clinics, 6,746 new patients, 
28,769 return visits, and an average of 5.28 visits per patient. At the clinics 
conducted by the St. Helens Hospitals the high average of 6.25 consultations 
per patient was recorded. 

The author describes the hospitals which act as training schools for 
midwives and gives a detailed account of the actual obstetric work done 
by the St. Helens Hospitals. A set of very clear tables is provided, but if 
one may make one minor criticism it is to suggest that neither internal 
pelvimetry nor ‘“‘impacted shoulders’’ can properly be classified as an 
operation. 

We are specially interested to learn that a series of exercises similar to 
those devised by the Margaret Morris Movement has been introduced, and 
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we eagerly await the next report to discover whether or not the ob- 
stetricians in New Zealand will form the same opinion as one has upon this 


question. 


The remainder of the Report is taken up with a detailed consideration 
of maternal mortality. The following table is worth quoting and one hopes 
that the Editor may find it possible to reproduce the accompanying chart. 


Table Va—Puerperal Mortality, 1937, showing the Number of Deaths and 
their relation to Live Births 


Puerperal sepsis following childbirth 


Accidents of labour— 

(a) Placenta praevia ones 

(b) Other puerperal haemorrhages 

(c) Puerperal embolism (non-septic) ... 

(ad) Other accidents of childbirth— 
Contracted pelvis—Shock 
Inversion of uterus Se 
Caesarean section—Obstructed labour 


Breech presentation—Obstetrical shock 


Obstetrical shock—P.O.P. forceps ... 


Toxaemias of pregnancy— 
(a) Puerperal eclampsia 
(b) Other toxaemias of pregnancy 


Accidents of pregnancy— 
(a) Abortion (non-septic) 
(b) Ectopic gestation 


0.04 
0.19 
I 0.04 


6 0.23 
3 O11 


Total maternal deaths (excluding septic abortion) 


Septic abortion— 
(a) Married women ... 
(b) Single women 


Death- 


Number rate per 


of 


deaths 


14 


12 


35 


1000 live 
births 
0.54 


0.46 


0.34 


I 
I 
5 0.19 
eee eee eee 
4 
702.69 
7 
i 23 0.88 
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Puerperal Mortality. 
Showing the Death-rale per 1000 Live Births. 1927-1937 


for fuller particulars see Tables 
1927 1928 920 1931 1996 | 


Reference 
including Septic Abor 
[clampsia and Toxaemias of Pregnancy 
Following childbirth . mm comme: Accidenls of Pregnancy. (non-septic 
corceereer Septic Abortion, abortion and Ectopic Gestation), 


Accidents of Labour (Haemorrhages, and 
Following Childbirth not otherwise defined). 
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| 
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| | | 
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| | | 
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Dr. Paget discusses the subject very fairly under the following headings: 
accidents of labour, toxaemia and eclampsia, sepsis after delivery at or near 
term, septic abortion, and Caesarean section. 

He points out that the most satisfactory feature shown by his tables 
is the reduction in the number of deaths from accidents of labour. The 
greatest saving has been effected in cases of placenta praevia. In 1927 there 
were 12 deaths from this complication whereas in 1937 only one out of 116 
cases ended fatally. Caesarean section was performed in 14 cases without 
a maternal death. Very characteristically he adds this comment: 

“The marked fall in the rate from this group of causes must be ascribed 
to an improvement in the obstetrical practice of those responsible for atten- 
ding New Zealand’s mothers and the Obstetrical Society particularly must 
feel that they have been rewarded for their efforts to make childbirth 
safer. 

“T take this opportynity of expressing my very sincere thanks to the 
Obstetrical Society and to the Obstetrical Branch of the Trained Nurses’ 
Association for their helpful co-operation in the Department’s endeavour 
to promote maternal welfare. No one is more aware than myself of the 
fact that without the helpful co-operation of the medical practitioners and 
nurses practising obstetrics the pleasing results afforded could not have been 
obtained. To the members of these two professions the greatest credit is 
due.”’ 

The returns regarding sepsis following childbirth again show that manual 
removal of the placenta was the greatest single factor. A warning is also 
given against the risk incurred by performing Caesarean section after un- 
successful attempts at delivery by the vaginal route. 

The author is very guarded in his remarks upon the maternal mortality 
following Caesarean section. During the past year the case mortality was 
7.6 per cent, a figure which we are certain will be lowered in the tuture. 
In all probability the results will not show much improvement when the 
operation is employed in cases of grave maternal complications such as 
accidental haemorrhage, pre-eclamptic toxaemia, and cardiac disease, but 
the 6 per cent. mortality in cases of contracted pelvis, and the 8 per cent. 
mortality in cases of obstructed labour could be lessened. An abstract report 
of this kind cannot be expected to discuss technical details, and we are 
not told to what extent the lower segment operation is employed. For all 
we know full use may already be made of this operation, but if not, it 
might be wise to consider the advisability of adopting it more frequently. 

Everyone will share Dr. Paget’s hope ‘‘that the activities of religious 
bodies and women’s organizations whose interest was aroused by the report 
on septic abortion by the Committee set up by the Minister of Health will, 
together with social legislation, effect a reduction in’’ the incidence of 
criminal abortions, for the number of deaths from septic abortion was 
almost twice as great as the number due to sepsis after labour at term. 
Legislation is very definitely justified and it would undoubtedly curtail the 
activities of the criminal abortionist. It has already done so in Germany 
where the notification of all abortions was made compulsory in 1935. The 
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law enacts that every interruption of pregnancy as well as every abortion 
or premature birth occurring before the end of the 32nd week of pregnancy 
shall be reported in writing within three days to the appropriate Medical 
Officer. The obligation to make the report rests upon the doctor who was 
called in, the midwife who was summoned, or any other person who gave 
assistance at the miscarriage or premature birth, with the exception of 
relatives, relatives by marriage, and people belonging to the household of 
the pregnant woman. Casual helpers, however, are responsible for making 
the return only if a doctor or midwife is not available or is prevented from 
making the notification. Therapeutic abortions must also be reported within 
three days by the doctor who performs the operation, and stipulations are 
made regarding consultation with an expert before the operation is under- 
taken. The actual notification form is very simple and asks for compara- 
tively little information, but no doubt the subsequent interrogation in a 
suspect case will be much more exhaustive—you press the button, we do 
the rest. 

Excluding cases of septic abortion the maternal mortality in New 
Zealand for the year 1937 was 2.69 per 1,000 live births, the lowest yet 
recorded for the country. To all who share the credit of this achievement, 
nurses, midwives, general practitioners, specialists, and public health 
officials we offer our congratulations. We are indebted to Dr. Paget for 
his clear presentation of the statistics and for his able discussion of them. 
The practitioners of New Zealand are fortunate in having at the head of 
the Maternal Welfare services one who so keenly appreciates their work 
and their difficulties, and who so enthusiastically co-operates in helping to 
solve the problems they face together. 


THE CHELSEA HOSPITAL FOR WOMEN 


REPORT FOR THE YEAR 1937 


Tuts Report is very satisfactory. It completely fulfils the function of a 
gynaecological report as defined by the Registrar in his introduction: ‘‘The 


objects . . . are two: firstly, to indicate the disease or complaint which 
brought the patient under treatment and the operations performed during 
the year. . . . Secondly, to facilitate research and afford a means of com- 


parison with other institutions.’’ 

The detailed tables are preceded by a general survey which comments 
on such subjects as the operability rate of new cases of carcinoma of the 
cervix, the mortality rate during the year, the reduction in the number 
of deaths from embolus, the therapeutic value of dilatation and tubal 
inflation in cases of sterility, the amount and form of the radium available 
in the Hospital, and the factors which influence the success of the radio- 
logical treatment of carcinoma. 
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Everyone will agree that post-operative embolism is one of the most 
dreaded complications of modern surgery, and the following quotation will 
therefore be of general interest. 

“The mortalities of the year total 14, two less than last year, when 
eight of the deaths were from pulmonary emboli. During 1937 there were 
no deaths from pulmonary emboli, although several cases had small emboli 
without fatal result. Post-operative breathing exercises commencing on the 
third day after operation, exercises and massage proper on the sixth day, 
abdominal masage ninth to twelfth day, was instituted early in 1937 for all 
post-operative abdominal as well as major vaginal cases. The possible in- 
fluence on the incidence of fatal results from pulmonary emboli is obvious.”’ 

Surgery is not immune from the vagaries of fashion and many an 
operation enjoys a brief spell of popularity only to be abandoned and for- 
gotten when another usurps its place. On the one hand there is the danger 
of clinging too tenaciously to an outworn method, on the other there is the 
temptation to discard a time-honoured procedure merely because some un- 
tried and unproved laboratory result appears to show that it is unscientific. 
It is difficult for any operation to survive that disgrace. Those who still 
dilate the cervix and inflate the tubes in cases of sterility will, therefore, 
be heartened to learn the result of an inquiry into the results of this 
treatment. ‘‘A follow-up of cases of sterility since the minor operation of 
dilatation and inflation was adopted has been carried out during the year. 
Of the 300-odd patients who replied, approximately one-third of them be- 
came pregnant subsequent to their discharge from hospital. Hospital treat- 
ment of cases of sterility may be inadequate, but the result of this follow- 
up at least indicates the therapeutic value of dilatation of cervix and in- 
flation of tubes.’’ 

And now, having supported something very old, let us welcome some- 
thing quite new. ‘‘The McIndoe operation of pre-rectal dissection and im- 
plantation of a mould covered by Tiersch graft from the thigh for congenital 
absence of the vagina was performed here for the first time in this country 
during the year (Banister and McIndoe). This treatment is without the 
objections of the Baldwin’s operation and would appear likely to supersede 
it. At the time of writing this a second operation has just been performed 
(Read and McIndoe) and filmed by the Kodak Company. The first case— 
a beautiful result—was demonstrated on the same occasion.”’ 

In the tables which follow the letterpress, the cases are first classified 
under the organ affected and secondly under the operation performed. The 
registered number of the patient is given in both tables so that cross refer- 
ence is possible. Good judgment on the part of the Registrar has ensured 
that the sub-headings are neither too scrappy nor ridiculously detailed. 
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THE ROTUNDA HOSPITAL, DUBLIN. 


REPORT FOR THE YEAR ENDED OCTOBER 3IST, 1937. 


One wishes that the Dublin equivalent of the British working man would 
either down tools for ever or else hurry up and make an end of pulling 
down and rebuilding the Rotunda. For years we have been hearing of new 
nurses’ homes, new out-patient departments, new kitchens, new this, new 
that, and now a strike lasting six months has ensured that there will be 
another instalment next year. Despite the interruption, the rearrangement 
and reconditioning of the main labour ward have been completed. A 
gallery for students, a separate sterilizing room, a small private labour 
ward, and a room for the newly-born infants have been added to the suite. 

In the present report there are photographs of the new isolation labour 
ward, the roof kitchen fitted with Aga cookers, the main labour ward, 
and a waiting ward. The photographer who took them is a_ blatant 
flatterer. He has employed a lens of phenomenally wide angle upon a plate 
much larger than it was ever intended to cover, with the result that the 
labour ward looks as spacious as a railway terminus. He has also increased 
the apparent acreage of the floor by making full use of the falling front. 
Those who are interested in technical photography will enjoy these illustra- 
tions, people with a tendency to strabismus will find them disturbing, while 
anyone who is prone to vertigo should absolutely avoid looking at them. 
The Aga cookers we have heard so much about are shown in all their 
glory—all nice and bright and shiny. Apparently, the porridge has not 
yet boiled over them. Not being specially interested in cookers one would 
like to have been told more about the students’ gallery. Is it merely a 
platform a little above the general floor level, or is it truly a gallery high 
up on the wall? Is it of the projecting type, fenced about with rails and 
resembling the bridge of a battle-cruiser? Is it encased in glass which acts 
as a communal mask behind which the students infect each other? Is it 
placed, like some we have seen, so that the mud from the students’ shoes 
falls directly into the sisters’ instrument tray? One has asked oneself all 
these questions and studied the photographs more than once before one 
realized that the gallery is actually shown in one of the illustrations. 
Infinitely remote, dwarfed and compressed against the distant wall at the 
far side of the labour ward’s wide expanse, and squeezed in behind a series 
of croquet-hoops there is a minute set of terraced benches—such is the 
power of the camera, that instrument which cannot lie. 

It is very welcome to find that the epidemic of streptococcal infection 
which was recorded in the previous report has been completely overcome 
and that there was not a single death from this cause during the year. 
“There were 13 deaths in the internal and 3 in the external maternity. 
This represents a total mortality rate of 0.33 per cent and one of 0.45 per 
cent in the hospital.”’ 

The eclamptic patients were of a milder type than those admitted 
during the preceding year and the results were correspondingly better. 
Two of the 14 cases terminated fatally. One of these patients was obviously 
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very ill from the time of admission and she died during her third fit. The 
other did not appear to be in any particular danger, but she died of that 
rare complication, acute oedema of the glottis. An air-way was inserted 
and tracheotomy was performed without effect. A very striking modifica- 
tion has been made in the treatment, for ‘‘colonic lavage was not employed 
to the same extent in the milder cases.’’ 

The Rotunda Hospital is always able to report extremely good results in 
breech deliveries. Here are the figures for the present year: 

“Table X shows all difficult and complicated breech deliveries, excluding 
those associated with placenta praevia, hydrocephalus, accidental haemor- 
rhage or following internal version. There were 16 cases—12 in primi- 
gravidae and 4 in multiparae. There were no maternal deaths. One infant 
died during delivery, 1 ten minutes after delivery, and in a third case the 
foetal heart was not heard on admission. This gives a foetal mortality rate 
in this series of 19 per cent and a delivery rate of 13 per cent. 

“During the year there were 34 easy breech deliveries with 5 foetal 
deaths, 2 of these were due to hydrocephalus, 2 died of asphyxia during 
delivery, and in the fifth case the foetal heart was not heard on admission. 
This gives a corrected foetal mortality rate of 6.5 per cent for this series, 
and a total rate of 8.6 per cent for all breech deliveries in the hospital.’’ 

Prophylactic cephalic version is carried out in cases of breech presenta- 
tion diagnosed during pregnancy. Some of the patients so treated are 
delivered later in the hospital, and Table IX shows the nature of the con- 
finement. Of the 24 patients 18 delivered themselves spontaneously. In 
all of the 6 patients who were artificially delivered there was some degree 
of disproportion; 2 were delivered by Caesarean section, 2 by the forceps, 
and 2 by internal version and extraction. Surely this is a curious paradox. 
In these last two cases prophylactic podalic version was done during preg- 
nancy to avoid the dangers of a breech delivery, but during labour the 
child was turned back again to a breech presentation to avoid the dangers 
of delivery as a vertex. The very unfavourable results of breech extraction 
in cases of disproportion which are set out in Table XVIII support the 
general belief that it is seldom wise to perform podalic version in such 
patients. 

“There were 19 cases of placenta praevia with no maternal deaths,” 
but—‘‘there were 13 stillbirths.’’ We cannot help thinking the number 
would not have been so large had Caesarean section been performed in certain 
cases. Apparently this method of treatment is not favoured in the 
Rotunda Hospital for it was not employed in any case in this series, and 
in the previous report it was stated that it ‘‘might have been adopted’”’ in 
2 cases, but the remainder were unsuitable. 

The chief features of interest in the gynaecological part of the report 
are the advocacy of vaginal hysterectomy and of ‘‘local anaesthesia with 
novocain and adrenaline in all the vaginal hysterectomies and the vaginal 
plastics.”’ 

One can appreciate the attraction of vaginal hysterectomy while feeling 
that many of the’ patients on whom it was performed could have been 
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relieved of their functional uterine haemorrhage by means of radium. So 
far as one can judge, radium was not used for this purpose in any patient 
of this type; yet it has its advantages, and among these may be mentioned 
the impossibility of the slipping of a ligature on the infundibulo-pelvic 
ligament, an accident which happened with fatal consequences in one 
patient in the present series. 

Spinal anaesthesia is largely used for abdominal operations, but local 
anaesthesia is regarded as particularly suitable for vaginal hysterectomy and 
for plastic vaginal work in general. It is claimed that local anaesthesia 
“makes these operations almost bloodless and considerably shortens the 
patient’s convalescence and does not in any way appear to interfere with 
the healing of the tissues.’’ This favourable experience of infiltration 
anaesthesia for vaginal surgery may lead others to test the method, which, 
although popular in many Continental clinics, has not been extensively used 
in this country so far as we are aware. Perhaps many gynaecologists have 
been deterred from using it by the fear that the bleeding which does not 
occur while the patient is in the theatre may begin after she is back in bed. 

In conclusion, this report can be strongly recommended to all obstetri- 
cians, and particularly to junior specialists, who will find it helpful and 
informative. 


THE NATIONAL MATERNITY HOSPITAL, DUBLIN. 


REPORT FOR THE YEAR 1937 


THIs hospital too has been handicapped by the suspended animation in the 
building trade, but it has struggled on bravely. The demands for its 
services have increased in all departments, and although a greater number 
of patients have been admitted than in previous years it has been necessary 
to discourage applications and even to turn away 148 women in labour. 
It is all the more creditable that despite the many difficulties and dangers 
associated with overcrowding the morbidity rate is the lowest yet recorded 
in this institution. The total number of patients admitted was 2,623, of 
whom 2,281 were delivered. On the district there were 900 attendances 
and 735 deliveries. Approximately one half of the indoor patients had had 
no antenatal care of any kind, and these, together with the emergencies, 
were responsible for almost all the morbid cases. All the deaths occurred 
in the emergency cases. 

There is little to comment upon in the obstetric section of the report. 
The introductory survey is set in very small type, but the remainder is 
beautifully printed and arranged. It is suggested in the foreword that the 
table on induction of labour will make an interesting study. This is quite 
true, but it could have been made less laborious had some method of 
grouping been adopted. Some Registrars classify these cases under the 
method employed, some under the indication, and some do both. 
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The gynaecological department merits a little more space than is allotted 
to it—at present there is little more than a one-page catalogue of operations. 
One can deduce that suspensory operations are still very frequently per- 
formed, that the Manchester operation is only slightly more popular than 
interposition, that total hysterectomy is preferred to supra-vaginal amputa- 
tion, and so on, but that is about as far as one can go. It would appear, 
however, that this department has no radium, for three cases of carcinoma 
of the cervix were treated by radon and the arrest of functional uterine 
haemorrhage by radium is not mentioned. We should prefer to have 
a supply of radium than the new post-mortem room which ‘‘with the 
latest and most convenient equipment, is included immediately adjoining 
the mortuary.’’ But perhaps the hospital may get the radium as well. 


THE COOMBE LYING-IN HOSPITAL, DUBLIN. 


REPORT FOR THE YEAR 1937 


DurRInG the year 1,449 patients were admitted to the Hospital Wing, 1,244 
were delivered there, and 1,626 were confined on tie district. This total 
of 2,870 deliveries constitutes the hospital’s record. Nevertheless, 72 
patients in labour had to be refused admission owing to lack of accommoda- 
tion. They were either delivered in their own homes by the hospital staff 
or alternative accommodation was found for them in other institutions. 
Meantime the labour ward unit was still unfinished and the builders went 
on strike for six months. ‘ 

Yet in spite of all difficulties the hospital had a very satisfactory year. 
There were very few cases of sepsis. Only two intra-uterine swabs grew 
haemolytic streptococci; six others grew non-haemolytic streptococci. 
“‘Sulphonamide is given to all patients whose temperature cannot be traced 
to an extra-genital source, pending the report on their swab and blood 
culture. Should these be negative for streptococci the administration of 
sulphonamide is at once stopped. In the earlier part of the year sulphona- 
mide was given as a prophylactic in all cases of difficult delivery, but this 
practice was abandoned as it was recognized that the too free use of the 
drug was not unassociated with danger. However, when the patient is 
believed to have been in contact with a streptococcal infection, sulphona- 
mide is given prophylactically. For example, one patient was admitted in 
labour, five days after her son had been admitted to Cork Street with 
scarlet fever. As soon as this fact was known the administration of sul- 
phonamide was started. She had a mildly morbid puerperium, but her 
uterine swab gave a profuse growth of streptococci.”’ 

Five cases of rupture of the uterus were dealt with in 1937. Two were 
delivered by Caesarean hysterectomy and recovered, two cases of incom- 
plete rupture were successfully treated by packing, and one patient died 
undiagnosed. The statement is made that ‘‘when rupture of the uterus is 
diagnosed before delivery, it is the practice to treat the case by Caesarean 
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hysterectomy. When the rupture is diagnosed only after delivery, packing 
is used and hysterectomy is reserved for those cases in which packing proves 
ineffective.’’ It is not clear from the context whether this assertion is 
merely intended to indicate the opinion of the medical staff of the Coombe 
Hospitai or whether it is meant to summarize the general consensus of 
opinion on the matter. In any case it is an extremely risky pronouncement. 
One doubts very much if it truly expresses the views of the obstetrician 
who made it, and it certainly does not accord with the treatment employed 
in the Coombe Hospital during the preceding five years. 

The author adopts a much more cautious attitude regarding the treat- 
ment of pre-eclamptic toxaemia upon which he is conducting a clinical 
investigation. The author’s account has not been altered except to put into 
italics one disturbing sentence. 

‘‘Again this year, this condition was treated by the technique described 
by Fay and Arnold in Surgery, Gynaecology and Obstetrics of August, 1932. 
The results warrant the continuation of this method of treatment and it is 
hoped to publish shortly a detailed account of two years’ experience. 

“Thirty-five patients had a blood-pressure of 150/90 mm. Hg. or more, 
oedema and urine containing two plus albumin or more, exclusive of 
eclampsia, toxic accidental haemorrhage and chronic nephritis complicating 
pregnancy. In 3 cases the foetal heart was not heard on admission and the 
patients were delivered of macerated infants. In 3 cases the babies were 
stillborn, premature twins, a premature weighing 2 lbs. and a full term 
following a difficult forceps delivery. There were 2 neonatal deaths, a 
premature weighing 4 lbs. and a mongol. Thus, 27 out of a possible 32 
mothers left hospital with live babies. The response to treatment of patients 
with marked oedema is striking. The oedema decreases rapidly, the blood 
pressure falls, and the patient’s general condition improves greatly: the 
albumin, however, usually persists. This improvement can be maintained 
for considerable periods, as live, healthy babies have been born after the 
mothers had been under treatment for as long as seven weeks. 

“The value of this treatment cannot be accurately assessed until the 
comparative freedom from permanent renal damage has been confirmed 
by a thorough follow-up of these cases. 

“‘This line of treatment will be continued during the next year.”’ 

The remainder of the report is on the usual lines. There were 22 new 
cases of Caesarean section and 20 repeat cases. In 9 of these the operation 
was done for the third time; in 7 of them the classical operation was per- 
formed, and if the patient was sterilized the fact is not mentioned. One 
wonders how many of these patients will whoop and rejoice when the time 
comes for them to be told that they will need an abdominal operation once 
more. 

This report resembles that of the Rotunda Hospital and of the National 
Maternity Hospital, Dublin, in having a separate paragraph or table for cases 
delivered vaginally after previous Caesarean section. No other report which 
has been reviewed appears to have this feature. One never quite knows what 
conclusions one is supposed to draw from these cases. The reader is given 
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the data and is left to his own devices, and since the details do not 
always include the indication for the previous operation he is rather at 
sea. It is impossible to imagine that the whole argument is that the section 
was needless. Errors of judgment are known too well to parade a chance 
mistake on the part of others. It is equally impossible to regard this as 
an attempt to prove that the scar in the upper segment can be trusted to 
withstand the strain of labour, for the feebleness of the old wound is specifi- 
cally mentioned in some of the notes on cases of repeat section. So are 
the intra-abdominal adhesions and the difficulties they cause. In the 
present volume the following unusual case is recorded without comment: 

‘One case is of particular interest as she had undergone section on three 
occasions. Mrs. R., para. 7, 1st, 2nd and 3rd, were delivered vaginally, 
the 1st being stillborn. Second and 3rd neonatal deaths after very difficult 
labours, weights unknown. Fourth was a classical section, baby weighing 
10 lbs., alive. Fifth was a lower segment section following induction and 
trial of labour, baby 9 lb., alive. She was morbid from the 2nd to the 11th 
days. Her 6th pregnancy ended in a classical section, 9 lb. 8 oz. baby, 
alive. On this, the 7th pregnancy, she was admitted with a dead foetus at 
about 38 weeks’ gestation. After consultation with Dr. Healy, who had 
performed the sections, labour was allowed to begin. At the end of 6 hours 
the soft caput of the foetus bulged through the vulva. She was then 
anaesthetized. The cervix was found to be 3 dilated, with the soft head 
through but the shoulders still inside the os. To reduce the strain on the 
lower segment, the clavicles were divided and the foetus extracted by gentle 
traction. There were no complications. The haby weighed 8 lb. 8 oz. 
The suture material used throughout in the sections was catgut, both upper 
and lower segments being sewn up with three layers of continuous suture. 
Wasserman negative.”’ 

One would like to make a suggestion regarding the presentation of the 
data in the tables. In the majority of the tables the last column is headed 
remarks and contains a considerable amount of information which by its 
very nature cannot be condensed into a figure or a phrase. Hence the sole 
merit of tabulation is lost. Only a few cases can appear on a page the 
greater part of which is empty while the letterpress is inconveniently 
crushed in the extreme right-hand column. It would surely be preferable 
to describe each case by itself, keeping the details in the same order all 
through, but printing across the page instead of lengthwise. 


THE MATERNITY DEPARTMENT OF ST. MARY’S HOSPITALS, 
MANCHESTER. 


REPORT FOR THE YEAR 1937 
Tue Manchester report is as full of facts as an egg is full of meat, and it 
has been packed with the same rigid economy of space. 


Few reports show the advantage of antenatal care so clearly, for the 
maternal mortality in the emergency cases is ten times that in the booked 
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cases—2.7 per cent and 0.25 per cent respectively. The morbidity rate was 
4.5 per cent in the booked cases and 6.1 per cent in the emergency group. 
These are results of which the medical staff may well be proud, but let us 
not forget the expert nursing which helped to make them possible. Un- 
mistakable evidence of this is provided by the fact that there was only 
one case of mastitis in a total of 1,708 patients delivered in the hospital. 

The proportion of abnormal cases is so high that in the commoner 
complications one can readily detect which methods of treatment are 
favoured and which are not. For instance, instrumental rotation of the 
head is not practised in dealing with malrotated or non-rotated occipito- 
posterior cases. There were 74 such cases; delivery was effected by manual 
rotation and then extraction by the forceps in 42 of them; 18 patients 
delivered themselves spontaneously face to pubes; Caesarean section was 
performed on 9 patients, 3 of whom had a contracted pelvis; version and 
extraction was the method adopted in 3 cases; and 2 were completed by 
craniotomy. The results in cases of pelvic contraction were remarkably 
good—indeed, they could scarcely be bettered. In a series of 124 booked 
cases there was not a single maternal death, and there was only 1 fatal 
case among the 26 patients sent in as emergencies. The corresponding 
foetal mortality was 7.3 per cent and 11.5 per cent respectively. Delivery 
was accomplished by natural efforts in 39 cases, by induction of labour in 
59 cases, by the forceps in 6 cases (3 after induction), by Caesarean section 
in 14 cases, and by version and extraction only in 1 case. During the year 
Caesarean section was necessary in 141 cases, the main indications being 
contracted pelvis, previous section, breech presentation, placenta praevia, 
and cardiac disease. It would be misleading to say without qualification 
that Caesarean section was chosen as the method of delivery in 25 cases of 
breech presentation, because there was an additional indication for the 
operation in 18 instances. 

One very interesting table shows that therapeutic abortion was induced 
in 40 cases, including 7 of cardiac disease, 5 of phthisis, 5 of hyperemesis, 
2 of chronic nephritis, 2 of hypertension, 2 of Parkinson’s disease, 2 of 
mental disorder, 2 in which the foetus had died, and 2 cases of carcinoma 
of the cervix. 

The methods used are not stated. On the other hand the technique 
employed in the induction of labour is fully detailed: castor oil, quinine, 
and pituitrin in 133 cases; rupture of the membranes in 65 cases; bougies in 
24 cases; oil and quinine in 5 cases; and a hydrostatic bag in 5 cases. 

Manchester is another centre which has altered its method of treating 
eclampsia. In the last report a rather complicated scheme was explained 
in full—this has now been abandoned, and in the last 7 cases described in 
the present report intravenous magnesium sulphate was used instead. 

Enough has been said to prove that this account of the year’s work of 
the Manchester school will repay a careful study. Its main defect is similar 
to that of last year’s report; it is somewhat matter of fact: it contains no 
comment and offers no opinion. The tables are set out with a brevity and 
intensity which would do credit to a Free Kirk elder in Kirkcudbright! 
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LYING-IN HOSPITAL OF THE CITY OF NEW YORK. 


REPORT FOR THE YEAR 1937. 


LIke every other member of the medical staff of a voluntary hospital one 
is called upon in turn to address Ladies’ Auxiliaries, Ladies’ Guilds, Col- 
lectors, Convenors, Workmen’s Delegates, and so on. One is never quite 
clear which is which, or what precisely these people do, or what one is 
expected to say to them—but in any case it would not appear that one’s 
contribution to the proceedings is regarded as specially important. The 
general impression one gathers at these meetings is that the particular body 
concerned on any day is the one upon which the hospital depends and 
without which it would go to pieces. Nevertheless, tolerant and encourag- 
ing reference is punctiliously made to a number of doctors, known collec- 
tively as the surgical staff, who have, it would seem, some obscure con- 
nexion with the institution. 

In one’s ignorance one had thought that this sort of thing did not 
happen in any other country. Similar organizations occur in America, and 
the volume under review is largely occupied by the Report of the Board of 
Governors, the Report of Nursing Activities, the Report of the President of 
the Ladies’ Auxiliary, the Report of the Social Services Department, the 
Report of the Treasurer of the Ladies’ Auxiliary, a list of officers of the 
Ladies’ Auxiliary, a list of the members of the Ladies’ Auxiliary, a list of 
Patrons, Benefactors, Governors, Presidents, Vice-Presidents, Treasurers, 
Secretaries, members of the Society, and deceased members of the Society. 

There is, of course, a complete list of the medical staff, a medical report 
by the senior obstetrician and gynaecologist, and some statistics of the 
work done. But the details are meagre and the report is not in the least 
comparable to those issued by the maternity hospitals in this country. It 
is not intended to be, and it would be futile to comment upon it as if it 
were. The main purpose of the report, as far as one can see, is to give a 
general indication of the nature of the work, its importance to the patients, 
its value to the public, its part in the training of students and nurses, and 
its relation to research. It aims, apparently, at giving an account which 
will be intelligible to laymen who are genuinely interested in the welfare 
of the hospital and which will be full enough to convince those with money 
to bestow that this institution is worthy of their philanthropy. One had 
not realized that any important hospital in America needed to appeal for 
funds, but Dr. Stander’s report shows that his hospital had to ask for 
money not only for the comparative luxury of research, but even for a 
service so vital as blood-transfusion. 

The description of the organization of the hospital is sufficiently interest- 
ing to be quoted. Certain local details and references of strictly local 
significance are deleted, but otherwise Dr. Stander’s account which, in its 
abridged form has not been a!tered, is as follows: 

‘‘During the year we experienced an increase in the number of patients 
admitted to the hospital, as is shown by the fact that the pavilion or ward 
beds were occupied to the extent of 83.5 per cent of full capacity, as 
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compared to 80 per cent during 1936. The private rooms had approxi- 
mately the same percentage occupancy as in the previous year, while there 
was a noticeable increase in semi-private patients, the occupancy being 72.6 
per cent as compared to 66 per cent for 1936, and 45 pér cent for 1935. 

“In 1937 we treated 4,122 obstetrical patients on the indoor and outdoor 
delivery services, and 1,173 gynaecological patients, a total of 5,295 adult 
patients. The number of babies cared for was 3,471. The detailed 
statistical report covering both the maternity and gynaecological service of 
the Lying-in Hospital, as well as the home delivery service, appears in the 
section on ‘‘Statistics’’, to which I refer the reader interested in the detailed 
figures. The uncorrected maternal mortality, including ectopic pregnancies 
and abortions, for the year 1937 was . . . 2.4 per 1,000 live births. The latest 
figure, released by the Children’s Bureau of the United States Department 
of Labour, covers the Birth Registration Area for the year 1936 and is 5.7 
per 1,000 live births. 

“The gynaecological service has shown a steady definite growth from the 
time the service was started in 1932. In 1937 the gynaecological discharges 
numbered 1,173, as compared to 952 in 1936. The mortality rate in this 
service for the past year was 0.51 per cent. 

‘As an intimate part of the obstetrical service of the Lying-in Hospital, 
is the home delivery service conducted by John E. Berwind Free Maternity 
Clinic. The late Mr. John E. Berwind donated the new building in which 
the clinic is housed. In 1922 Mr. Berwind entered into an agreement with 
Cornell University Medical College by which the Professor of Obstetrics in 
the College is to be in charge of the professional work of the Berwind Clinic. 
Since that time all Cornell medical students of the fourth year class have 
been trained in home delivery work in the Berwind Service. Although 
to-day the majority of women are delivered in hospitals, a practice which 
is quite in keeping with sound and improved obstetrics, it appears to us 
that for many years to come there will be a demand for home deliveries, 
especially in the sparsely populated rural communities. To meet this 
demand, it is essential that medical students, as well as those procuring 
special postgraduate training in obstetrics be given at least a certain mini- 
mum of experience in this type of work. For this purpose the Berwind 
home delivery service is adequately equipped. 

‘‘A resident and three interns from the staff of the Lying-in Hospital 
and three or four Cornell medical students reside in the clinic building. 
The Lying-in house-staff members, as well as the Cornell students pass in 
rotation through this service. In addition to the board and room furnished 
this staff of doctors and students, the building provides adequate quarters 
and facilities for the necessary antenatal and post-partum clinics, as well as 
special clinics, such as those for the antenatal treatment of syphilis, the 
care and treatment of anemia of pregnancy, and the diagnosis and follow-up 
of certain complications of pregnancy, which may result in dystocia or 
difficult delivery. We are also contemplating instituting a special clinic for 
heart disease complicating pregnancy. These clinics, as well as the actual 
deliveries are under the supervision of the attending staff of the Lying-in 
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Hospital. There are no beds for in-patients in the clinic, as all confinements 
are in the homes, except, of course, in the case of those women who need 
hospitalization, due to one or more complications. In such event the 
patient is transferred to the Lying-in Hospital. There were no maternal 
deaths during the year in the women delivered in their homes, as well as in 
those transferred to the hospital. The total number of obstetrical discharges 
was 888. 

“The Lying-in Hospital, although retaining its corporate identity, with 
its own board of governors, ladies’ auxiliary board and administrative 
officers, is an intimate unit of the New York Hospital thereby deriving 
great benefit from the close alliance between the various departments of 
that hospital and itself. A large maternity and gynaecological hospital is 
indeed fortunate if it can have in its immediate proximity all the clinical 
departments that constitute a well-rounded teaching hospital, and it is still 
more fortunate if to that be added the preclinical departments of a medical 
school. The Lying-in Hospital, through the vision of its board of governors, 
is in this position, and during the past five years has had the closest co- 
operation and assistance from all the departments of the New York Hospital 
as well as from the preclinical departments of the Cornell University 
Medical College. 

“During the past year numerous original contributions by members of 
the staff have been published. These investigations include studies on 
heart disease complicating pregnancy, the toxemias of pregnancy, urinary 
tract infections, post-partum hemorrhage, cancer of the uterus, erythroblas- 
tosis of the newborn, blood chemical changes during the puerperium, 
strangulation as a cause of foetal death, prevention and control of puerperal 
infection due to the £-haemolytic streptococcus, management of breech 
deliveries, the use of forceps, and a leg support device for the lithotomy 
position. Research work in X-ray pelvimetry has progressed to a point 
where a full-time technician became necessary. We were enabled to procure 
such assistance through further donations from Mr. and Mrs. Bostwick. 

“As stated in last year’s Report, the Department of Obstetrics and 
Gynaecology is in great need of funds for research work. Although 
maternal mortality still remains one of the major problems of medicine, 
even to the extent that the lay press, through newsaper and magazine 
articles, is attempting to awaken interest in its solution, it has not as yet 
been possible to procure the necessary funds for research which may lead to 
a reduction in this annual death rate. The Department is equipped, 
through its own chemical, pathological and bacteriological laboratories, to 
attack the problem of maternal mortality from many angles, but to do so 
we must have adequate funds to provide research fellowships and technical 
assistants. 

“Through the generosity of Mr. R. Roelofs, Junr., our Social Service 
Department was enabled to meet the oft-repeated request by prospective 
mothers in our antenatal clinics for informative literature by starting the 
acquisition of appropriate books towards a comprehensive patients’ library. 

“During 1937 the Ladies’ Board responded magnificently with a 
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donation of $1,000 to my request for aid to furnish transfusions to: women 
unable to pay professional donors and having no available relatives for 
this purpose.”’ : 


QUEEN CHARLOTTE’S MATERNITY HOSPITAL 


REPORT FOR THE YEAR 1937. 


THE most interesting part of the present Report is the summary of the 
work done in the Isolation Block. In all 352 patients were admitted, of whom 
309 were suffering from puerperal fever. The general features of this group 
are first considered in a series of tables which show very clearly (a) that 
roughly 4o per cent. of the patients were admitted on the 4th, 5th, 6th and 
7th days after delivery, (b) that the incidence of haemolytic streptococcal 
infection was as high as 50 per cent during the first three months of the 
year and as low as 20 per cent. during July, August and September, and 
(c) that almost 60 per cent. of the patients were primiparae. The cases of 
puerperal sepsis are divided into four clinical groups which naturally over- 
lap to a certain extent. There were 241 cases in which the infection was 
limited to the uterus, vagina, and perineum. None of the patients in this 
group succumbed. Forty-four patients fell into the second group of local 
pelvic sepsis: in 31 cases there was a localized extra-uterine infection only 
whereas in the remaining 13 patients there was a septicaemia and/or a 
generalized or generalizing peritonitis in addition. The mortality in these 
two sub-groups was 7 per cent. and 54 per cent. respectively. The third 
main group contains 6 patients with peritonitis. It should be observed that 
only cases definitely proved by laparotomy, or post-mortem examination, 
are included in this group for the purposes of this report. Three degrees 
of peritonitis are recognized : 

“Advanced Type.—Large amount of free purulent exudate above the 
level of the -pelvis. 

“Intermediate Type.—Free exudate in the peritoneal cavity varying in 
amount from a few cu. cms. upwards, and varying in appearance from a 
slightly blood-stained clear fluid to frank pus, this exudate showing pus 
cells with, or without, organisms on direct examination, and yielding living 
organisms on culture. 

“Early Type.—No adhesions between coils of gut. Scanty exudate in the 
peritoneal cavity, showing pus cells without micro-organisms on direct ex- 
amination, and failing to grow organisms on culture. In such cases, when 
abdominal drainage has been instituted, organisms have frequently been 
grown from the peritoneal exudate on a day subsequent to the operation.”’ 

The mortality in cases of peritonitis without septicaemia was 67 per 
cent., but all 3 patients died who had both conditions. 

The fourth group comprises patients with septicaemia. The death-rate 
among the 31 patients who had septicaemia without peritonitis was 26 per 
cent. 
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Each of these groups is analysed in detail, the association of uncompli- 
cated labour, mechanical induction, internal manipulation, manual removal 
of the placenta and severe laceration, with the incidence of streptococci or 
other organisms being clearly indicated. 

After some further bacteriological findings have been given, this section 
of the report concludes with a summary of ‘“‘Items of Clinical and Bacteri- 
ological Interest and some points of comparison with previous years.’’ Only 
two of these items need be quoted: 

“The outstanding feature of 1937 has been the further reduction (already 
striking in 1936) in the proportion of cases in which a haemolytic strepto- 
coccal infection has spread, before admission or subsequently, beyond the 
tissues of the uterus, vagina and perineum. Such a spread of infection— 
the best indication of invasiveness and clinical severity—has occurred in 
only 25.7 per cent. of the cases infected by haemolytic streptococci during 
1937, as compared with 35.1 per cent. in 1936, 58.2 per cent. in 1935, and 
50 per. cent. in 1934. 

“The clinical groups in which this change is most manifest are those 
designated (b) and (c) supra. 

“For the first time in the history of the Isolation Block infection by 
haemolytic streptococci has not been the predominant cause of death. Only 
seven of the fourteen fatal cases were of this kind—and in only four of the 
seven did the streptococcus concerned belong to Group A, which we believe 
to be particularly susceptible to sulphanilamide. (In one other patient, who 
died a few hours after admission to hospital, no bacteriological diagnosis 
diagnosis was made, but the signs and symptoms were those of septi- 
caemia.)’’ 

From what has been said it is obvious that this section alone would 
make the Queen Charlotte’s report a contribution of immense value. There 
is, however, a great deal of interest in the other parts, but lack of space 
prevents a full discussion of purely obstetrical data. Mention must be made 
of the excellent results obtained in cases of heart disease, albuminuria, 
placenta praevia, and of the successful series of cases of Caesarean section. 
The tables are all good, and the report as a whole is singularly free from 
error. 


Joun Hewitt 
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“The Principles and Practice of Obstetrics,’’ by JosepH B. DELEE, 
A.M., M.D., Professor of Obstetrics and Gynecology; Emeritus, University 
of Chicago. Seventh edition; 1,277 illustrations on 1,211 pages. London 
and Philadelphia: W. B. Saunders Company, Ltd. Price 55s. net. 


A NEw edition of DeLee’s book must always have a rather depressing effect 
on anyone who has anything to do with publishing a textbook in this 
country. It is true that DeLee thanks his publishers for their indulgence, 
but it is impossible to imagine what an English publisher would say to 
1,277 illustrations, very many of them in colour. The book still has its 
original form, and much of the most recent work and interesting material 
appears in small print. This is probably inevitable in a book of this length, 
but it throws a strain on the eyes. Throughout the book some delightful 
American expressions occur. One of the first being an excellent micro- 
photograph of the ‘‘membranes right after delivery of baby’’. The chapter 
on development of the placenta is very clear and includes a two-page 
reproduction of Professor Spanner’s diagram of the placenta. At the end of 
the chapter on the physiology of the foetus is a section on the determination 
of sex, which might well be read by all. In the section on ‘‘Changes Due 
to Pregnancy”’ there is a picture showing the wrinkling of the uterus at the 
placental site. Although this phenomenon must have been observed by all 
who have performed Caesarean section, it is seldom described. This section 
also contains a series of 8 microphotographs to demonstrate the changes in 
the vaginal mucosa during pregnancy. 

In the description of ‘‘The Pelvis’’ the work of Caldwell and Moloy is 
quoted, but not much is said about their views on the cavity and the outlet 
of the pelvis and their effect on the processes of labour. 

In giving details of ‘‘Antenatal Supervision’ the author advises no tub 
baths in the last three weeks, and produces sound reasons for his opinion. 
The suggestion that the patient should be instructed to measure her total 
output of urine once a week would seem of rather doubtful value. 

The chapter on ‘‘Anaesthesia’’ is a full one; so far as can be gathered 
DeLee is in favour of ethylene in most instances. As this substance is much 
more explosive than cyclopropane, which he condemns on that score, and 
also possesses a very objectionable smell, which he does not mention, it is 
difficult to see the reasons for his choice. 

The toxaemias of pregnancy is always a difficult subject. In this book 
the term ‘‘albuminuria’’ is not used, and the effect is very confusing and a 
poor chapter the result. On page 508 the rather dreadful word 
“‘laparotrachelotomy’’ makes its first but not its last appearance. 
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The chapter on ‘‘Placenta Praevia’’ is excellent, although much space is 
still devoted to the use of de Ribes’s bag, a method of treatment which is 
considered obsolete in this country. In the preface it states that the new 
Willett’s forceps are described, but the author states that he would not like 
to use them on a viable child. 

The chapter on ‘‘Breech’’ is, perhaps, the poorest in the book. Antenatal 
version is mentioned only briefly. There is not any mention of the fact that 
the legs of the foetus are nearly always extended in primigravidae. The 
details of delivery are given in a much later part of the book. Mention is 
not made ‘of the modern technique of delivery with the legs extended. 

DeLee quite rightly condemns the present tendency to allow the trial 
of labour to be made an excuse for avoiding the difficulties of estimating the 
capacity of the pelvis, and his remarks on this point might well be taken to 
heart by all obstetricians in this country. 

In the writing of ‘‘Post-partum Haemorrhage’’, packing of the uterus is 
still advocated in certain circumstances, and one cannot but wonder whether 
our views on this subject may not need modification. A few other points 
which may be mentioned are the excellent chapter on the causes of puerperal 
infection, the author’s continued preference for the longitudinal incision in 
trachelolaparotomy, and the absence of mention of Oldham’s perforator or 
the Drew-Smythe catheter. 

This book is still the fullest work published on obstetrics. The 
illustrations are far ahead of those in any other work, the strip photographs 
from cinema films forming a most useful addition, and the little historical 
illustrations at the ends of chapters put a finishing touch to a wonderful 


publication. V.J.F.L. 


“Essentials of Obstetric and Gynaecological Pathology,’’ by Marion 
Douctass and Ropert L. FavuLKNeR. London: Henry Kimpton. 
Price 21s. 


Tuis is a book of 177 pages describing obstetric and gynaecological pathology 
in association with clinical signs and symptoms. The plan of this book is 
that of discussing normal histology and building from this a knowledge of 
abnormalities of the respective organs. 

Both the pictures and text follow the material presented to the student 
in the course of his study of these subjects. The book is not a complete 
atlas of pictures nor is it a book of reference from the point of view of the 
gynaecological pathologist. 

From the student’s point of view the publication will satisfy a long-felt 
want for a concise and well-written book correlating his knowledge of 
histology with the abnormalities of the female genital tract. In Great Britain 
considerable interest will be taken in this publication, particularly in view 
of the popularity of certain higher examinations in obstetrics and 
gynaecology. 

BaRTON GILBERT. 
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BOOK REVIEWS 


Caribbean Medical Journal, 1938, No. 1. Trinidad and Tobago. Price 
5s. per annum. 


THIs new journal is intended to satisfy the wants of those members of the 
British Medical Association in the Caribbean Islands and British Guiana. 


These regions of the British Empire have problems peculiarly their own,,. 


and this publication is produced as the result of a resolution passed in 
1937 by the Trinidad and Tobago Branch of the British Medical Association. 

The contents of the journal are grouped under the sectional headings of 
medicine, surgery, obstetrics, paediatrics, pathology, ophthalmology, radio- 
logy, public health, venereal disease, and a section giving clinical records 
of cases of special interest. The journal has been produced with the idea of 
presenting to medical men resident in this part of the world a periodical 
to satisfy their varied interests. 

In this review we will mention those items of interest to the obstetrician 
and gynaecologist. The obstetric section is composed of two articles 
contributed by Dr. J. A. Waterman, the first dealing with the treatment of 
placenta praevia, and the second a survey of maternal mortality in Trinidad 
and the training of midwives in the Colonial Hospital. The first article is a 
thorough résumé of the available methods of treatment of placenta praevia : 
the second supplies some useful information on the causes of maternal death 
in the West Indies and suggests points to be observed in an effort to 
lower these. 

The case records contain data relating to an infant with multiple 
developmental abnormalities, the child being successfully operated upon; 
also a case of facial paralysis in a recently delivered infant; and the records 
of two cases of ectopic gestation, one of which revealed the presence of 
two foetfis attached to the right Fallopian tube: one foetus had reached a 
much more advanced stage of development than the other. 

We take this opportunity of welcoming the Caribbean Medical Journal, 
and feel that it will satisfy a long-felt want for a journal of this nature in 
the West Indies. 
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Review of Current Literature. 


Director: FREDERICK RoguEs, M.A., M.D., M.Chir. (Cantab.), 
F.R.C.S., F.C.0.G. 


THis Review contains the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘‘Journal 
of Obstetrics and Gynaecology of the British Empire’ exchanges :— 


British.—The Lancet; British Medical Journal. 

Canadian.—The Canadian Medical Association Journal; Bulletin Médical 
de Quebec. 

Australian.—Medical Journal of Australia; The Australian and New 
Zealand Journal of Surgery. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics; American Journal of Diseases of Children. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Briixelles Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia; Revista Italiana di Ginecologia, Bologna. 

German.—Archiv fiir Gynakologie; Zeitschrift fiir Geburtshiilfe und 
Gynakologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gyniakologie; Miinchener Medizinische Wochenschrift; 
Monatsschrift fiir Krebsbekampfung. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetrica y Ginecologia 
de Buenos Aires. 

Japanese.—Japanese Journal of Obstetrics and Gynaecology. 


The Review of Current Literature thus keeps the readers of the Journal 
in touch with current literature throughout the world. At the end of the 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements are also made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology, and 
Biochemistry. 


LIST OF ABSTRACTORS 


London: J. Beattie, F.R.C.S.; A. C. BELL, F.R.C.S.; R. K. Bowes, 
a F.R.C.S.; J. Lyte CAMERON, F.R.C.S.; ALBert Davis, F.R.C.S.; 

H. Finvatson, F.R.C.S.; B. GILBert, F.R.C.S.; R. J. 
F.R.C.S.; R. Licutwoop, F.R.C.P.; J. A. Moore, F.R.C.S.; 
C. D. Reap, F.R.C.S. (Edin.); F. Rogugs, F.R.C.S.; R. WINTERTON, 

Felsted: W. E. CROWTHER, M.B. 

Leeds: R. H. B. ApaMson, M.D., AND B. JEAFFRESON, F.R.C.S. 

Liverpool: M. Datnow, F.R.C.S.; P. Mapas, F.R.C.S.; T. N. A. 
JEFFCOATE, F.R.C.S. 

Manchester: R. Newton, M.D. 

Glasgow: JANE H. FILSHILL. 
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REVIEW OF CURRENT LITERATURE 


The Canadian Medical Association Journal. 


Vol. xxxix, No. 4. 


*Two unrecorded cases of quintuplet births, Canadian and Italian. N. Ford 
and G. Caruso. 

*Leber’s hereditary optic neuritis thrdugh six generations—a sterilization 
problem. W.C. Whiteside. 

*Accidental haemorrhage during pregnancy. R. Mitchell. 


Two UNRECORDED CASES OF QUINTUPLET BIRTHS, CANADIAN AND ITALIAN. 


The author reports two cases of quintuplet births, and this brings the 
total of recorded cases up to 47. Of the two cases cited, one was recorded 
in New Glasgow, Nova Scotia, Canada, on 15th February, 1880. The mother, 
a strong healthy woman, 35 years of age, had previously had seven children. 
She was one of a family of eighteen children amongst whom there were three 
sets of twins. The quintuplets, three girls and two boys, were all born 
within an hour. All were perfectly formed. Their weights varied from 3 
pounds 14 ounces to 2 pounds 8 ounces, and their lengths from 16 to 13% 
inches. All died within 24 hours. 

The second case of quintuplets, three males and two females, is recorded 
from the Ospedale della Concezione, Palermo, Italy. The weights of the 
babies varied from 2.300 to 1.900 kilograms. All were well formed, alive and 
viable, and were said to resemble each other. The placenta was single with 
the five cords inserted regularly and centrally in each placental lobe. Two 
children died after four days, a third after five days, a fourth after seven 
days and a fifth after eight days. The attending physician was of the 
opinion that with proper care, all might have survived. 

In multiple births, twins may be identical, arising from one ovum, Or 
fraternal, arising from more than one ovum. In the former case the children 
are of the same sex, and the incidence of their occurrence is the same all 
over the world and in the proportion of one set of twins to 285.7 births. 
Fraternal sets springing from more than one ovum appear to be influenced 
by heredity. When higher multiple births occur there appears to be a 
combination of fraternal and identical twins. It is beleived that quintuplets 
are produced from two, three or four ova, and that one or more of the ova 
has produced identical members. The two sets of quintuplets here recorded 
include, in each case, both boys and girls and are therefore fraternal. The 
author is of the opinion that in all cases of fraternal twins the mother is 
relatively older, and that the tendency to the occurrence of multiple births 
may be inherited from either parent. 

A photograph of the dead Canadian quintuplets is given, and a full 
bibliography is appended. 


LEBER’s HEREDITARY Optic NEURITIS THROUGH SIx GENERATIONS—A 
STERILIZATION PROBLEM. 


Leber’s hereditary optic neuritis is sex-linked, being transmitted from 
females to males. This surreptitious transmission, involving as it does the 
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possible birth of successive generations of blind males, should engage the 
attention and co-operation of ophthalmic surgeons in order to eradicate this 
serious social and economic danger. The disease has been divided into three 
stages:—(1) oedema, and congestion of the disc; (2) grey discoloration 
of the nerve head; and (3) atrophy of the optic nerve. The condition is 
finally followed by bilateral central scotoma or peripheral contraction of 
the field of vision. 

The author quotes a series of cases in which the disease affected six 
generations, and illustrates the text with a genealogical table. He is of the 
opinion that the possible occurrence of such a condition must be kept in 
mind, and when cases appear presenting symptoms which could be due to 
this disease; the family history must be carefully considered, and govern- 
ment authorities should be consulted with a view to preventing further 
transmission of this hereditary type of blindness. 


ACCIDENTAL HAEMORRHAGE. DURING PREGNANCY. 


Rigby, in 1775, first defined and named the types of ante-partum haemor- 
rhage due to a normally placed or very low implantation of the placenta. 
These haemorrhages were termed respectively accidental and unavoidable. 
As regards accidental haemorrhage, mechanical factors were at first thought 
to be the chief cause; later, albuminuria was observed as a concurrent 
condition; more recently Heim showed that the occurrence was associated 
with a very high output of prolan in the urine, and Shute demonstrated 
an excess of oestrogenic substances in the blood. The types of accidental 
bleeding are revealed, concealed, and combined. In a series of 136 cases of 
accidental bleeding, Munro-Kerr found concealed haemorrhage in 10 per cent 
of the cases, and the mixed variety in 50 per cent. Revealed, or external 
haemorrhage is characterized by the loss of blood from the uterus, the 
general symptoms of haemorrhage, such as pallor and air hunger. There is 
little alteration of the uterus to be observed on examination, and placenta 
praevia can be excluded by palpating the lower uterine segment. In cases 
of internal or concealed haemorrhage the most important sign is rigidity 
of the uterus, which also may be increased in size and altered in shape. Foetal 
parts cannot be felt, nor can foetal heart sounds be heard. 

Early diagnosis and preparation to repair the loss of blood by transfusion 
are essential. The first care must be given to the mother, as the infantile 
mortality is extremely high, and in cases of utero-placental apoplexy, reaches 
100 per cent. Two types of procedure are to be considered; first, surgical, 
which includes Caesarean section with or without hysterectomy; and secondly, 
obstetrical. The latter method is the one usually followed, as the patients 
are frequently multiparae and in labour. Two objects must be sought in 
following this line of treatment, one the combating of shock, and the other 
the relief of tension. The most useful means of relieving tension is to rupture 
the membranes. A vaginal plug and the insertion of a de Ribes’s bag will 
stimulate uterine contraction but tend to raise the intra-uterine pressure. 
Manual dilatation of the cervix, and version greatly increase shock and are 
contra-indicated. The treatment may be outlined as follows, absolute rest, 
the application of warmth, the administration of a sixth of a grain of 
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morphine and the injection of pitocin in a dose of two units every half hour 
until ten units have been given. 

The author cites a case in which Caesarean section with conservation of 
the uterus was performed, and followed by the most satisfactory result. 


J. Lyle Cameron. 


The American Journal of Obstetrics and Gynecology. 


Vol. xxxv, No. 1. 


Low reserve kidney. H. J. Stander and K. Kuder. 

*Leucoplakia, leucokeratosis, and carcinoma of the cervix. W. Schiller. 
*Theca cell tumours. S. H. Geist and J. A. Gaines. 

Disease of the spinal cord in pregnancy. W. Needles and C. Davison. 

Functional uterine bleeding with special reference to that associated with 
secretory endometrium. H. W. Jones. 

Biology of thé human vagina in pregnancy. M. E. Davis and S. A. Pearl. 

Identification of yeast-like organisms isolated from the vaginal tracts of 
pregnant and non-pregnant women. C. P. Jones and D. S. Martin. 

The blood picture of pregnancy. H.G. Watson. 

The quantitative determination of Oestrogenic substances in normal female 
urine during the menstrual cycle. R.G. Gustavson, L. W. Mason, E. E. 
Hays, T. R. Wood, and F. E. D’Amour. 

*A study of 285 cases of breech delivery. W. C. Danforth and C. E. 
Galloway. 

Prolongation of pregnancy in the rabbit by the injection of progesterone. 
G. P. Heckel and W. M. Allen. 

Quinine iodobismuthate in the treatment of syphilis complicating pregnancy. 
M. A. Castallo and A. E. Rakoff. 

Short-wave therapy in gynaecology and obstetrics. E. G. Waters. 

Postpartum hypertension following a normal pregnancy. H. Meyer. 

The basal metabolic rate in normal pregnancy. G. C. Hanna. 

A superimposed lipaemia during labour. E. M. Boyd and G. Mylks, jun. 

Myxoedema with menorrhagia and tetany as complications following partial 
thyroidectomy. C. W. Dunn and W. R. Nicholson. 

A lateral vaginal wall retractor. M. C. Piper. 

Book reviews. 


Vol. xxxv, No. 2. 
A correlation of endometrial histology with clinical symptoms. L. W. 
Mason, W. C. Black and R. G. Gustavson. 
Hemorrhagic disease of the newborn. C. T. Javert. 
The relation of labour to intracranial injury in the premature infant. W. E. 
Studdiford and H. P. Salter. 
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*Internal pelvimetry as a basis for the morphological classification of pelves. 
S. Hanson. 
*The comparative effects of pregnancy and phrenic nerve interruption on the 
diaphragm and their relation to pulmonary tuberculosis. A. P. McGinty. 
*Wheat germ oil therapy. E. Shute. 
Foetal and maternal mortality in diabetes. E.L. Potter and F. L. Adair. 
A Roentgenographical study of the superior strait during pregnancy. D. J. 
Thorp and T. Lough. 
Diabetic or mycotic vulvo-vaginitis. H.C. Hesseltine and L. K. Campbell. 
On certain relations of calcium in the blood-serum to calcium balance and 
the basal metabolism during pregnancy. S. I. Pyle, Martha Potgieter 
and G. Comstock. 
A case of full-time pregnancy with acute sacculation of the uterus. A. M. 
Hellman and H. J. Simon. 
The chemical pregnancy test of Visscher and Bowman. W. J. Messinger, 
M. H. Presberg and Marvel-Dare Fellows. 
Results with the Visscher-Bowman pregnancy test. R. D. Dunn and F. J. 
Northway. 
Antuitrin-S cutaneous test for the diagnosis of pregnancy. I. Gersh. 
Skin tests for pregnancy. C. W. Frank and P. B. Wahrsinger. 
A study of the cold test in normal and in toxaemic pregnancy. D. E. Reid 
and H. M. Teel. 
The presence of oestrogenic hormones in maternal and foetal circulation. 
S. D. Soule. 
The value of Caesarean section with Portes’s technique in the presence 
of infection, with report of three cases. Susanne R. Parsons. 
Tissue loss from the endometrium during menstruation. M. C. Watson and 
E. W. McHenry. 
Pregnancy in lymphopathia venerea, complicated by esthiomene and rectal 
stricture. I. D. Michelson, J. G. Crotty and L. A. Kasselberg. 
Dystocia due to foetal teratoma. J. Kurzrock and N. Pleshette. 
Melanoma of the female urethra. Q. U. Newell and W. C. Scrivner. 
Gonococcal peritonitis in prepubescent females. B. Notes. 
Revision of birth, death, and stillbirth certificates. 
Book reviews. 
Collective review. Recent laboratory tests for the early diagnosis of preg- 
nancy. 
Selected abstracts. 


LEUCOPLAKIA, LEUCOKERATOSIS, AND CARCINOMA OF THE CERVIX. 


In this paper Walter Schiller points out that the term leucoplakia should 
not describe a definite clinical entity or specific disease. It does nothing but 
convey the optic impression of a bright white patch. Many various changes 
in the mucous membrane lead to the formation of such patches, but it is 
impossible to determine, with the naked eye or with the colposcope, the 
type of pathological changes which underlie the leucoplakia. Schiller says 
that the question whether leucoplakia is malignant or not can only be under- 
stood properly if we consider all the various changes of the mucosa which 
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fall into the optical group of leucoplakia. He maintains that various authors 
have described different diseases, which have only this external appearance 
in common, and that is why some say that leucoplakia is carcinomatous 
from its first appearance, or that cancer develops in it after a lapse of time 
or that it is never malignant. 

Leucoplakias are met with in various shades and size and vary very much 
in the clearness of demarcation from the normal mucosa. Some can be seen 
easily with the naked eye, some only show themselves on a colposcopic ex- 
amination while others are apparent only after the application of iodine. 

The author describes the cornification as being incomplete or complete. 
The former is characterized by the absence of a keratohyaline layer, the 
persistence of the horn-layer nuclei and is called parakeratosis. The latter 
is characterized by a keratohyaline layer and a completely hornified layer 
without cell nuclei and is called keratosis. Excessive hornification is termed 
hyperkeratosis. Thus the terms leuco-parakeratosis, leucokeratosis and 
leucohyperkeratosis could be applied to the white patches seen on the 
mucosa of the 'portio. In the case of the cervix, complete cornification is 
usually of the hyperkeratosis type. This leucohyperkeratosis develops from 
a leucoparakeratosis and nearly always has a marginal zone of leucopara- 
keratosis. The latter area develops from the normal epithelium and merges 
gradually from it—thus giving the blurred borderline on the application of 
iodine. 

To answer the question whether leucokeratosis always or only occa- 
sionally develops into carcinoma, Schiller says that it is necessary to 
classify the leucokeratosis according to aetiology. Syphilitic leucoplakia is 
rare and therefore need not be considered. Leucokeratosis associated with 
prolapse is very common, and it is also a well-known fact that carcinoma 
associated with prolapse is very rare; therefore this type of leucokeratosis 
cannot be looked upon as pre-cancerous. The third group of leucoplakia, 
the spontaneous or autonomous type, is of special interest because of its 
obscure aetiology, and its possible causal relation to carcinoma. From the 
extensive material that he has studied, the author could not find any causal 
relation between parakeratosis or hyperkeratosis and carcinoma of the portio. 
He says that carcinoma develops from epithelium which frequently shows 
slight changes into three-layered cornification, but he believes that these 
changes are the result rather than the cause of the cancer. Microscopically, 
the line of demarcation from the normal epithelium is different in each 
case. In true leucokeratosis it is perpendicular and abrupt, while in the 
cancer cases it is oblique and indistinct. 

He is of the opinion that the presence of these areas of leucoplakia does 
not warrant radical treatment; these areas are to be grouped with the 
benign hyperkeratosis of the skin rather than the leucoplakic areas of the 
mucous membrane of the mouth or larynx. 


THECA-CELL TUMOURS. 


During the last few years the theca-cell tumour has gradually been 
recognized as one of the true ovarian tumours. These tumours simulate in 
appearance a fibromatous neoplasm, but on careful histological and chemical 
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examination and on careful note of their biological characteristics a correct 
diagnosis can be made. After having a good example of such a tumour the 
authors were stimulated to re-investigate previous tumours which had been 
diagnosed as fibromata, and out of these they have been able to add three 
more cases to their series. Thus they are able to report in detail six cases, 
and, together with five cases previously reported, they feel that they are able 
to make a definite classification of theca-cell tumours. Genetically, the theca 
and granulosa cells have a common origin, and in the course of neoplastic 
development either a pure theca or a granulosa-cell tumour may result. 
Because of their similar genesis, it is not inconceivable that a tumour con- 
taining both theca and granulosa cell tissue may occur. Another interesting 
fact about these tumours is the presence of fat. It occurs far more exten- 
sively within the cellular islands than in the connective tissue framework. 
This lipoid is doubly refractive on polaroscopic examination, indicating the 
presence of cholesterol or cholesterol] esters. Besides theca-cell tumours granu- 
losa-cell tumours and arrhenoblastomata show this phenomenon, while fibro- 
mata, fibrosarcomata and dysgerminomata fail to do so. This is explained 
by the fact that the tumours associated with ‘this double refractive lipoid 
have the tendency to induce sex changes. The’ authors describe these theca- 
cell tumours as of firm consistence, irregular ‘outline, solid or partly cystic 
in nature. A capsule is usually present. The cut surface shows lobules of 
yellowish hue and varying size separated by strands of fibrous tissue. Histo- 
logically, these tumours closely resemble fibromata or spindle-cell sarcomata. 
However, their characteristic is the presence of bundles of broad spindle 
cells, epitheloid in appearance, distributed in an irregular, interlacing manner 
throughout the tumour, separated by varying sized bands of connective tissue 
and often containing hyaline plaques. Fine fibrils traverse the intercellular 
spaces. 


A Stupy oF. 285 Cases OF BREECH DELIVERY. 


‘In this paper the authors have studied the results of the delivery of 285 
breech cases out of a total of 8,531 deliveries—an incidence of 3.34 per cent. 
They definitely think that an attempt at external cephalic version should be 
made in all cases of primigravidae about the thirty-second week, without 
an anaesthetic, and with only moderate force. If external cephalic version 
is not successful in these circumstances, they think that the attempt should 
be given up as there is a sufficient danger to the child from drawing tight 
loops of cord to warrant this conservative attitude. In the case of a breech 
presentation in a multipara they do not advise the performance of version. 

While discussing the management of a breech labour they recommend 
that nothing should ever be done before full dilatation of the cervix, and 
then interference should be considered only as the occasion arises. They 
have found that a partial lithotomy position is much to be preferred to the 
full one. This is best obtained by having an assistant holding each leg rather. 
than by the use of stirrups. 

Thirty-four cases were delivered by Caesarean section. They do not agree 
that a breech presentation in a primigravida is an indication for abdominal 
delivery. However, they mention disproportion as an indication for Caesarean. 
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section, either because of a contracted pelvis or a large baby, but they do 
not say how disproportion can be estimated with the head lying in the 
fundus. They agree that in elderly primigravidae a greater latitude towards 
abdominal section is permissible. In the difficult cases of their series three 
infants sustained a fractured humerus, three had a fractured clavicle and one 
a slight degree of Erb’s palsy, which was followed by complete recovery. All 
the fracture cases healed well. They believe that it is much better to break 
a bone rather than risk an injury to the brachial plexus. 


INTERNAL PELVIMETRY AS A BASIS FOR THE MORPHOLOGICAL CLASSIFICATION 
OF PELVEsS. 


Hanson discusses the work of Caldwell and Moloy, and he believes that 
the investigation of those two workers will provide a more scientific basis for 
pelvimetry. In his paper he tries to assemble the most practical methods 
available for the measurement of the important classical diameters of the 
pelvis and to supplement these with measurements, found to be important 
as the result of the work of Caldwell and Moloy. 

In his opinion, the measurement of the sub-pubic angle is important. 
However, he thinks that the usual inter-tuberous measurement does not give 
a true picture of the outlet, because of the varying pad of fat present on the 
inner sides and because it does not interpret any lateral bowing of the inferior 
pubic rami. Instead, he recommends a transverse measurement, taken with 
a gauge 3 centimetres below the lower pubic angle. While discussing the 
narrow pelvic plane he states that the posterior point of the plane should 
be taken from the junction of the fourth and fifth sacral segments instead 
of the usual apex of the sacrum. This brings the posterior point on to an 
exact level with the lower border of the pubis and the ischial spines, which 
mark the other boundaries of this plane. 

He describes a method to measure the bi-spinous and inter-ischial dia- 
meters with his internal pelvimeter. He gives 9.5 centimetres and 10.0 centi- 
metres respectively as being the lower limits of normal of these measurements. 
For the estimation of the sacro-pubic diameter of the narrow pelvic plane he 
reverses the vaginal blade of his internal pelvimeter and takes a direct 
measurement from the junction of the fourth and fifth sacral pieces to the 
lower border of the pubis. For the estimation of the length of the anterior 
sagittal diameter, the length of the distance from the pubis to the spine, 
the spino-pubic diameter, must be taken. This is also done by reversing 
the vaginal blade and placing the rectal blade against the tip of the ischial 
spine. The lengths of the anterior and posterior sagittal diameters determine 
the presence of android characteristics. The author states that he found 
that a posterior sagittal diameter of 4.5 centimetres or less must be regarded 
as an indication of an android character. 

For the estimation of the measurements of the inlet he found Thoms’s 
X-ray method to be the best. The important android characters of the 
pelvic inlet are the short posterior sagittal diameter, the relatively long 
straight anterior pubo-iliac portions, and the narrow retro-pubic angle. 

He adds a morphological classification of his own which is based on the 
classifications of Thoms and of Caldwell and Moloy. 
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THE COMPARATIVE EFFECT OF PREGNANCY AND PHRENIC NERVE INTERRUPTION 
ON THE DIAPHRAGM AND THEIR RELATION TO PULMONARY TUBERCULOSIS. 


At the present time there is a great divergence of opinion in the medical 
profession concerning the harmful effects of pregnancy complicating tuber- 
culosis, and, therefore, of what is the correct procedure in such cases. Not- 
withstanding the multitudinous opinions on this subject, there are insufficient 
scientific data upon which to base a sound conclusion. There is the opinion, 
rather widely held, that the pregnant uterus has an effect upon the diaphragm 
similar to that produced by section of the phrenic nerve; namely, elevation 
and paralysis of the diaphragm. McGinty, in this paper of his, sets out to 
confirm or disprove this theory. During his investigation of the literature 
he found that Professor Sergent, of France, and Professor Crockett, of 
Glasgow (1934), both had the opinion that pregnancy was beneficial by acting 
as a splint to the diaphragm, but-he found that Heyneman (1913) was com- 
pletely opposed to such a view. McGinty took composite films during forced 
inspiration and expiration of a number of women in varying stages of preg- 
nancy and in the puerperium and compared them with a similar film of 
a patient on whom phrenic nerve section had been performed. His con- 
clusions completely confirmed Heynemann’s findings in 1913. He found that 
the diaphragm on expiration is higher ante-partum than post-partum, but on 
inspiration the diaphragm descends to a level that is more nearly comparable 
to that of the puerperal state. He therefore concluded that, in pregnancy, 
the diaphragm, instead of being splinted, tends to have a greater excursion 


WHEAT-GERM OIL THERAPY. 


This form of treatment for threatened abortion is becoming so popular 
that Shute decided to investigate the correct dosage, harmful results, and any 
idiosyncrasy to the drug. During his investigations he came to the conclusion 
that a state of hypo-vitaminosis E was relatively common among the pregnant 
women of America. He decided that the routine dosage of ether-extracted 
oil should be 12 drachms during the first 24 hours of treatment, followed by 
at least 1 drachm daily. He found that the dosage varied with different 
stages of pregnancy and with different individuals, but enormous doses appar- 
ently had no harmful effects. In his series 39 women required large doses 
and of these 28 were hypo-thyroid cases. Five adults and one infant showed 
signs of sensitivity to wheat-germ oil. Cutaneous irritation and rashes were 
the commonest symptoms, but one patient suffered with severe flatulence 


and nausea. B. Jeaffreson. 


The Journal of the American Medical Association. 


Vol. cx, No. 26, June 25th, 1938. 
*Idiosyncrasy to paraldehyde . J. Kotz, G. B. Roth, and W. A. Ryon. 


Vol. cxi, No. 1, July 2nd, 1938. 


Cutaneous absorption of sex hormones. C. R. Moore, J. K. Lamar, and 
Naomi Beck. 
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Vol. cxi, No. 2, July 9th, 1938. 


Factors in neonatal deaths. H. n. Bundesen, W. I. Fishbein, O. A. Dahms, 
Edith L. Potter, and W. Volke. 
Prevention of gonorrhoeal ophthalmia in the newborn. A. J. Skeel. 


Vol. cxi, No. 5, July 30th, 1938. 
*The menopausal syndrome: treatment with oestrogen. L. F. Hawkinson. 


Vol. cxi, No. 6, August 6th, 1938. 
*The corpus luteum hormone in early pregnancy. H. W. Jones and 
P. G. Weil. 
*Excretion of gonadotropic substance. H. H. Ware, R. J. Main, and Isabel 
Taliaferro. 


Vol. cxi, No. 8, August zoth, 1938. 
Uterine myomectomy. V. S. Counseller and R. E. Bedard. 


Vol. cxi, No. 10, September 3rd, 1938. 
An unexpected electrocardiogram of the foetus. A. S. Johnson. 


Vol. cxi, No. 12, September 17th, 1938. 
Present-day newborn nursery practice. M. L. Spivek. 


Vol. cxi, No. 13, September 24th, 1938. 


Pregnancy and tuberculosis. Jane Skillen and E. Bogen. 

*The pelvic joints during pregnancy and labour. D. J. Thorp and 
W. E. Fray. 

Rupture of the stomach in the newborn. A. Tow and H. Ross. 


IDIOSYNCRASY TO PARALDEHYDE. 


A case is reported in which death occurred after the administration of 
31 cubic centimetres (about 8 drams) of paraldehyde to a patient in labour. 

The literature on the subject is reviewed to show that recovery after 
doses as large as 100 cubic centimetres has taken place. 

In the reported case the administration of paraldehyde was followed by 
progressive cardiac and respiratory failure. A live child was delivered by 
Caesarean section without further anaesthesia, and the patient died without 
recovering consciousness. She had suffered from toxaemia of pregnancy, and 
autopsy showed the presence of toxic nephritis, hepatitis, and myocarditis, 
with hypostatic congestion and oedema of both lungs. 

It is-concluded that the fatal result followed excessive susceptibility to 
paraldehyde, which is one of the safest drugs in use for obstetrical and basal 
anaesthesia. 
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THE MENOPAUSAL SYNDROME: TREATMENT WITH OESTROGEN. 


It is now assumed that the treatment of the menopausal syndrome with 
oestrogen is the method of choice, and the author believes that the value of 
thyroid extract, sedatives, and psychotherapy has been overrated. Desiccated 
ovarian extracts contain too small quantities of oestrogenic substance to be 
of value clinically, and standardized preparations alone should be employed. 
In a series of 1,000 consecutive cases some patients were given oral therapy 
alone, some hypodermic therapy alone, and the remainder received a 
combination of the two. It appears that the last-named gives the most 
satisfactory results. The recommended dosage is 10,000 units by injection 
every third day combined with administration of oestrogen by the mouth. 
The effect of the therapy may be gauged by taking vaginal smears at 
fortnightly intervals. As soon as the symptoms have been relieved the 
patient is put on a maintenance dose of oestrogen by the mouth, this being 
usually about a quarter of the initial dose. The maintenance dose is 
continued for as long as is necessary, which may be for some years. 

In the series of cases reviewed almost all the symptoms disappeared in 
69 per cent, and only 5 per cent failed to show improvement. The relief of 
symptoms is gradual, flushing and chills, irritability, depression, insomnia, 
and palpitations being first removed, and sweating, fatigue, and headaches 
responding to further therapy. Libido was improved and pruritus vulvae 
relieved, but little effect was noticed in the reduction of excessive weight. 

The author believes that failure results mainly from inadequate dosage. 


THE CorRPUS LUTEUM HORMONE IN EARLY PREGNANCY. 


A case is reported in which the corpus luteum of pregnancy was surgically 
removed on the fifty-eighth day after the last menstrual period. Following 
this operation the daily output of pregnanediol, an excretion product of 
progesterone, was estimated from the urine. For about 12 days pregnanediol 
was absent from the urine, but then it reappeared in increasing amounts. 
In normal pregnancy the peak of excretion occurs at the eighth month, and 
falls to nil within 24 hours of delivery. The conclusion is that at the end of 
the second month of gestation, when the concentration of gonadotropic 
substance is at its maximum, the placenta begins to secrete progesterone and 
continues to do so until the time of delivery. 


EXCRETION OF GONADOTROPIC SUBSTANCE. 


A previous paper reported the persistence of gonadotropic hormone in 
the urine of a woman after the removal of an abdominal pregnancy, the 
placenta being left in situ, for 36 days after operation. Later Eisaman and 
Ziegler found that gonadotropic hormones were excreted in a similar case, 
in which infection was present, for only eight days after delivery. In a third 
case the authors found that ovulation tests on rabbits were positive for 
gonadotropic hormones for 47 days after delivery, the placenta again being 
left in situ. They conclude that the results of Eisaman and Ziegler’s case 
were altered by the sepsis which occurred, and state that when live placental 
tissue is left in contact with the maternal tissues gonadotropic hormones are 
excreted in recognizable quantities for a minimum of 5 weeks. 
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THE PELVIC JOINTS DURING PREGNANCY AND LABOUR. 


By means of radiological examinations the authors have studied the 
effect of pregnancy and labour on the sympysial and sacro-iliac joints of 
78 patients. They found that separation of the symphysis occurred in 
43-6 per cent of cases, and noted that the forces of labour did not appear to 
have any bearing on this change, which is possibly due to the action of 
corpus luteum hormone. No visible enlargement of the superior pelvic strait 
was noted in patients even with maximal separation, but the movement was 
associated with a better prognosis in occipito-posterior labours, spontaneous 
long internal rotation of the occiput being the rule. 

Separation of the sacro-iliac joints was noted in rather fewer cases, but 
this did not appear to have any effect on the course of labour. 


F. H. Finlaison. 


Surgery, Gynecology and Obstetrics. 


Vol. 67, No. 5, November 1938. 


*An exact method of determining ovulation and pregnancy. J. Samuels. 

*Rectal ulceration following irradiation treatment of carcinoma of the cervix 
uteri: pseudo-carcinoma of the rectum. T. F. Todd. 

*Hysterectomy: A study of 1,000 consecutive operations from a general 
surgical service. S. M. Dupertuis and R. Zollinger. 


AN Exact METHOD OF DETERMINING OVULATION AND PREGNANCY. 


Samuels describes a spectroscopic method of diagnosing pregnancy which 
consists in ascertaining daily the reduction figures of oxyhemoglobin by 
means of an instrument, the cycloscope, easy to use, with which it is 
possible (1) to determine when a woman ovulates, which is of considerable 
importance in solving many problems of conception, and (2) to diagnose 
pregnancy quickly and accurately. 

The diagnosis is made possible without the use of a laboratory or animal 
biological reaction. 

The cycloscope consists of a spectroscope, a lens, two rubber or metal 
cushions which press on the interdigital fold, stopping the circulation, each 
with an opening of 6 millimetres, a pair of forceps, and a light of 150 candle- 
power. After the oxyhemoglobin stripes have been sharply put in focus, 
the light is switched off for about 120 seconds and then switched on again. 
The apparatus built for the author’s clinic showed synchronously with the 
running of a clock, the reduction time photographed on a film. The films 
are then hung on a frame, the reduction time is determined and copied on to 
a graph. 
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REcTAL ULCERATION FOLLOWING IRRADIATION TREATMENT OF CARCINOMA OF 
THE CERVIX UTERI. PSEUDO-CARCINOMA OF THE RECTUM. 


The occurrence of ulceration of the rectum following irradiation treatment 
of carcinoma of the cervix is described by the author. Two distinct types 
are found, one restricted to the rectal wal!, while the other involves the 
peri-rectal tissues, with secondary involvement of the rectum. 

The author details several points which are necessary to avoid this con- 
dition. All vaginal applications of radium should be made with the patient 
in the knee-chest position. The lips of the cervix or a portion of the growth 
should be sutured over the intra-uterine tube to ensure that it does not slip 
into the vagina. A locking device should be used for the vaginal applicator 
to prevent slipping. Repeated skiagraphs should be made during treatment 
to ensure that the position of the applicators remains constant. 

Preliminary proctoscopy will show whether or not the rectal mucosa is 
normal before radiation. Should rectal symptoms occur during treatment, 
proctoscopy will show whether or not there is any excessive reaction and 
will decide whether it is safe to continue treatment. 

The author outlines in detail the treatment necessary when a patient 
develops a rectal lesion, consisting of colonic wash-outs and the instillation 
of liquid paraffin. Diathermy is also used on the Continent, and colostomy 
can be performed with gratifying results. Once stenosis occurs, colostomy 
is imperative, and is also the only satisfactory treatment in the presence of 
haemorrhage. Pain is often the most serious symptom in these cases and 
must be treated by relief per se. The author has obtained relief by short- 
circuiting of the lesion by colostomy, or section of the afferent nerve supply 
to the rectum. He has on occasions combined the two. 


HYSTERECTOMY: A STUDY OF 1,000 CONSECUTIVE OPERATIONS FROM A 
GENERAL SURGICAL SERVICE. 


A study has been made of 1,000 consecutive cases of hysterectomy 
performed over a period of 23 years from the public ward of a general hospital 
by members of a general surgical staff, the majority of whom were in their 
resident stage of training. Their analysis of unselected public ward cases 
presents for comparison the status of hysterectomy as it is in a general 
surgic +} service, and the results of the study are set out in detailed tables 
in this paper. 

Although a review of the literature shows a higher mortality for pan- 
hysterectomy than for the supravaginal operation, the authors believe. that 
studies restricted to a more recent period will show a decrease in the mor- 
tality following panhysterectomy. The mortality figures of this study do 
not appear to justify the routine use of panhysterectomy in all cases, since 
the incidence of cancer of the cervical stump in this series of 755 cases of 
supravaginal hysterectomy, as far as could be determined, was only 0.4 per 
cent. If supravaginal hysterectomy is. to be maintained as the operation 
of choice in the majority of cases, however, more frequent and careful treat- 
ment should be given to the lacerated cervix at the time of hysterectomy 
in order to reduce the danger of cancer of the cervical stump and likewise 
the incidence of continued post-operative discharge. 
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Bulletin de la Société d’Obstétrique et de Gynécologie 
de Paris, etc. 


Vol. xxxvii, No. 3, March 1938. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS 
A new treatment for fibroids. Langlois. 
Three cases of puerperal peritonitis. Brette. 
*Twenty-three cases of placenta praevia. Duhaze. 
The histidine treatment of vomiting and epigastric pain in pregnancy. 
Walther. 
Congenital atresia of the upper vagina and its cure. Portes and Landrieu. 
The treatment of uterine bleeding with mitosine. Moncard and Palmer. 
*The gonorrhoeal complement fixation test in the diagnosis of chronic 
infection of the appendages. Moquet et al. 
Massive intravenous arsenotherapy in the treatment of puerperal septicaemia. 
Levy-Solal, Taacnk, and Sureau. 


The use of massive arsenotherapy in the treatment of post-partum 
endometritis. Levy-Solal and Sureau. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D’ALGER 
Cystic degeneration of the ovaries after tubal sterilization. Ezes and 
Laffargue. 
Ligature of the inferior vena cava for post-abortive phlebitis. Fulconis. 
Delayed appearance of a cephalohaematoma in association with haemorrhagic 
disease of the newborn. Jahier. 
Massive oedema of the cervix in labour treated by hypertonic saline. 
Montpellier and Jahier. 


*The pH of the male and female secretions in sterility. Laffont and 
Bourgasel. 


*The blood groups in sterility. Laffont and Bourgasel. 


A sarcoma of Bartholin’s gland. M. Lacaze, J. Montpellier, and P. 
Laffargue. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON 
A dermoid cyst in pregnancy. Voron and Rochet. 
Recovery after perforation of the uterus with a curette. Rabot. 
Linear salpingostomy in the treatment of tubal sterility. Chalier. 


Spontaneous rupture of the uterus at term due to a malignant leiomyoma. 
Gonnet e¢ al. 


Post-Caesarean parotitis treated by catheterizing Stensen’s duct. Trillat 
and Eparvier. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY 


Right hemiparesis and aphasia at the sixth month of pregnancy. Fruhinholz 
Richon, and Michon. ' 


The treatment of menorrhagia with the blood of pregnant women. Binet 
and Petrov. 
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Phlebitis of both legs and arms following an abortion. Levy. 

Toxic pyelitis of pregnancy. Vermelin. 

Malformation of the tricuspid valve. Richon, Hennequin, and Pize. 
A case of post-abortive tetanus. J. Hartemann. 


Vol. xxxvii, No. 4, April 1938. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS 


Pregnancy in a rudimentary horn. Bravarski. 

Foetal anasarca. Portes and Lepage. 

Experimental production of fibromata in guinea-pigs by the action of 
dehydrofolliculin benzoate. Moricard and Cauchoix. 

A note on the relations between uterine fibromyomata and raised oestrin 
content of the blood. Portes. 

A subchorial haematoma. Sureau and Lauret. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON 


Imperforate anus. Phenter. 

Salpingostomy in sterility. Villard. 

Fatal umbilical bleeding on the thirteenth day. Trillat. 

Spontaneous amputation of the appendages. Chalier. 

The treatment of puerperal infections by the injection of an alcohol-glucose 
serum. Trillat, Contamin, and Burthiault. 

A case of habitual foetal death. Rhenter and Amber. 

Hydatidiform mole followed by chorion-epithelioma. Gonnet, Banssillon, 
and Meneault. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE 
MONTPELLIER 


*An exception to the law of Knaus-Ogino. Batlle. 

Fibro-adenoma of the axillary tail of the mamma. Grynffelt. 
Two cases of silent rupture of ovarian cysts. Massabuau et al. 
Fusion of the membranes during dilatation. Madon. 

Subcutaneous secondaries of carcinoma cervicis. Massabuau et al. 
A fatal case of prolonged obstetric shock. Delmas and de Kerleau. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY 
Eight complete tears repaired by the Lawson Tait-Pozzie operation. 
* St. Christitch. 

Le Forte’s operation; 8 personal cases. St. Christitch. 
Magnesium sulphate in the treatment of eclampsia. St. Christitch. 
The genital crises of tabes and syphilitic myelitis. Binet. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE STRASBOURG 


Appendicitis in the puerperium. J. Pinson. 
: The use of folliculin in milk engorgement. Adrian. 
Spontaneous rupture of the spleen simulating rupture of an ectopic gestation. 
R. Fournier and E. Forster. 
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Skin secondaries of genital cancer. P. Meyer. 

*The treatment of an early ulcer of the vulva after the menopause with 
folliculin. J. Kreis. 

Pregnancy following an interposition operation. M. Kreis. 

Fatal streptococcal infection in pregnancy. A. Ginglinger. 

A lipoma of the uterus. F. Burger. 


Vol. xxxvii, No. 6, June 1938. 


*The genital crises of tabes and syphilitic myelitis. A. Binet. 

*Twelve fatal cases of abscess of the lung following labour and abortion. 
P. Trillat and R. Burthiault. 

Cardiac insufficiency following labour. P. Broustet and R. Mahon. 

An investigation into the toxicity of the blood in cases of uterine fibroids 
C. Daniel and I. Florian. 

*Lutein cysts. B.S. ten Berge. 

The causes of death of one twin in twin pregnancies. C. Alberto. 


Vol. xxxviii, No. 1, July 1938. 


Pregnancy following myomectomy. G. Cotte and P. Magnin. 

*Brenner tumours of the ovaries. J. Varangot. 

*Diffuse visceral cirrhosis of the newborn. R. Noel and H. Pigeaud. 

Melaena commencing before delivery. A. Brochier and P. Magnin. 

The treatment of cervical erosion by the local injection of folliculin. 
J. Vanrell. 

*Autotransplantation of the endometrium after hysterectomy. N. P. 
Verhatsky. 

Experimental hormonal sterilization in female animals. A. I. Kroupsky. 


Vol. xxxviii, No. 2, August 1938. 


*A study of the foetal heart-beat. C. Lian, V. Golblin, and G. Minot. 

*Brenner tumours. J. Varangot. 

The differentiation between the corpus luteum of menstruation and that of 
pregnancy. E. Momigliano. 

The real value of forceps. J. Massini. 

*Autotransplantation of the endometrium as a method for maintaining 
ovarian function after hysterectomy. N. P. Verhatsky. 


Vol. xxxviii, No. 3, September 1938. 


Puerperal abscesses of the uterus. R. Demarez. 

*The use of lutein hormone in the treatment of toxaemias or infections in 
pregnancy. H. Hoeven. 

Sterilization of white mice by the vaginal instillation of oestrogenic hormone. 
A. Kroupsky and A. Blonskaia. 

The operative treatment of backward displacement of the uterus. D. 
Dumbadze. 

Interstitial pregnancy. S. Stern. 
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TWENTY-THREE CASES OF PLACENTA PRAEVIA. 


The authors favour Caesarean section as the treatment for placenta 
praevia. Out of 19 cases so treated there were 2 maternal deaths; both 
patients were moribund on admission. Three of the children were dead before 
operation, the remaining 16 were alive and thrived. 


THE GONORRHOEAL COMPLEMENT FIXATION TEST IN THE DIAGNOSIS OF CHRONIC 
INFECTION OF THE APPENDAGES. 


In 155 cases of subacute or chronic metritis, parametritis, and salpingitis 
microscopical identification of gonococci was positive only in 7, or 4.5 
per cent, while the complement fixation test was positive in 70, or 45 per cent. 
The test is also of value for gauging the severity of the infection and its 
response to vaccine therapy. 


THE pH OF THE MALE AND FEMALE SECRETIONS IN STERILITY. 


The pH of normal seminal fluid is almost invariably 8.3. The vaginal 
PH is normally constant at about 4.5, but the cervical pH varies and generally 
in accordance with a pathological state in which it tends to be too alkaline 
(the normal is 7.2 to 7.4). 


THE BLoop GRoupPs IN STERILITY. 


The authors investigated 50 sterile couples. In 36 cases out of 50 the 
female blood-serum was a favourable medium for spermatozoa; in 14 cases 
in which the serum had an unfavourable action, minor or major spermatic 
defects were noted. There was not any correspondence noted between an 
unfavourable action and the partners’ blood groups. 


AN EXCEPTION TO THE LAW OF KNAUS-OGINO. 


Batlle describes the following apparent exception to this law. The patient 
was 28 years of age. The cervix had been amputated 3 years previously. An 
artificial insemination was performed the day before the period was due; the . 
period came on next day. At the time of reporting the case in April 1938 
the patient was pregnant. She stated that coitus did not take place after the 
insemination. 


THE TREATMENT OF AN EARLY ULCER OF THE VULVA AFTER THE MENOPAUSE 
WITH FOLLICULIN. 


The patient was 64 years of age. She had a simple ulcer situated on an 
annular constriction of the vagina. It had been present for 2 years. She 
was given oestrin after which the ulcer slowly healed. 


THE GENITAL CRISES OF TABES AND SYPHILITIC MYELITIS. 


Binet divides the genital crises of tabes and syphilitic myelitis into 2 
groups, the first, lightning pains confined to the genital organs, the second, 
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phases of heightened sexual desire. He describes an instance of the second 
group occurring in a patient with syphilitic myelitis. 


TWELVE Fatat CASES OF ABSCESS OF THE LUNG FOLLOWING LABOUR AND 
ABORTION. 


Frillat and Burthiault give a detailed description of 12 fatal cases of lung 
abscess. Out of a series of 92 fatal cases of post-abortive and puerperal 
infection lung abscesses were found in 13 per cent, and they think this figure 
would have been higher still had a post-mortem examination been made in 
every case. The abscesses were usually small and multiple. The symptoma- 
tology is very variable. Often slight dyspnoea is the only symptom. As is 
to be expected in cases of pyaemia, repeated rigors with a blood-culture 
which is usually negative characterizes most cases. X-rays are sometimes of 
assistance in the diagnosis, but often show nothing more than a slight diffuse 
opacity, and repeated examinations are desirable. An important feature of 
these cases, which the authors stress, is the frequency with which the abscess 
is complicated by a purulent pleurisy. 


LUTEIN CysTs. 


ten Berge describes 2 cases of lutein cysts. The first occurred in a parous 
woman, 28 years of age. She was kept under observation for 6 months, 
during which time her menses occurred regularly. The second cyst occurred 
in a woman, 38 years of age, who had g children. She was kept under 
observation for 5 months, and in this period the patient menstruated 3 times. 
The cyst and uterus were then removed 5 days after the third period. The 
endometrium showed advanced secretory changes. 

The author discussed the bearing cases such as these have on the hormonal 
theories of menstruation. In the second case menstruation took place in the 
presence of a lutein cyst, although under the influence of the lutein hormone 
the uterus showed the changes of pseudopregnancy. In his opinion 
menstruation cannot be wholly explained on a hormonal basis, and must 
always be regarded as of secondary importance to ovulation. 


BRENNER TUMOURS OF THE OVARIES. 


Varangot describes the morbid anatomy of Brenner tumours and records 
3 further cases. These tumours were first described by Brenner in 1907 as 
follicular odphoromata. He considered they developed from Pfliiger’s 
tubules, and the rounded cell masses represented attempts at follicle 
formation. In 1932 Meyer showed the tumours could be divided into 2 
groups, 1 in which the tumour was single and resembled an ovarian fibroma, 
and 1 in which it was found incorporated in the wall of a pseudomucinous 
cyst and found only by thorough examination of the tumour after removal. 
At the same time Meyer emphasized the difference between the Brenner 
tumour and granulosa cell tumours, 2 lesions previously confused under the 
common name of odphoromata. As Meyer found, Brenner tumours may be 
divided into 2 groups. A few are found as small nodules the size of a pea or 
pin-head embedded in an ovarian tumour or the ovarian stroma. More 
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commonly they are large and completely replace the ovary. Superficially 
these tumours resemble ovarian fibromata, but careful inspection reveals the 
presence of numerous tiny cysts filled with a colourless liquid. Calcified 
areas are common. Microscopically the Brenner islets are composed of a 
pavement-like epithelium made up by large cells marked off very sharply 
from each other. The protoplasm is finely granular and stains badly. No 
intercellular bridges can be demonstrated. Many of the nuclei show a 
characteristic longitudinal fissure, although advanced mitotic figures are 
never seen. The authors consider the cells may divide by amitotic division 
and not by karyokinesis. 

Cystic degeneration of the islets is common, causing the misleading 
simulation of early Graafian follicles. The stroma is composed of dense 
connective tissue fibres very poor in cells. This stroma is so abundant that 
some writers have considered the whole tumour a combined epithelial and 
connective tissue growth, others that the epithelial cells excite a speciat 
stroma reaction. The main differences between Brenner tumours and 
granulosa-cell tumours are found in the disposition of the stroma. In the 
Brenner tumour the stroma is thick, not cellular, and presents hyaline 
changes. In granulosa tumours the stroma round the follicular zones is made 
up of numerous fibroblasts often simulating epithelial cells, and fibres are 
rare. The main distinction between the 2 tumours, however, is one of 
function, the Brenner tumours having no endocrine activity. 


DIFFUSE VISCERAL CIRRHOSIS OF THE NEWBORN. 


Noel and Pigeaud consider that visceral fibrosis is a common cause of 
stillbirth following relatively slight obstetrical trauma. The fibrosis, in their 
opinion is an expression of a developmental fault. The lesions which are 
found range from a diffuse fibrosis of the viscera to discrete tuberculous 
lesions. They found these appearances in roughly 50 per cent of children 
stillborn or dying soon after birth for no very evident cause. Syphilis was 
not found to be a significant factor. 


AUTOTRANSPLANTATION OF THE ENDOMETRIUM AFTER HYSTERECTOMY. 


Verhatsky describes a series of animal experiments demonstrating that 
autotransplantation of endometrial fragments stimulates ovarian activity. 


A STUDY OF THE FOETAL HEART-BEAT. 


The authors describe an apparatus for the electrical amplification and 
recording of the foetal heart-sounds. The tracings obtained show that the 
foetal heart-sounds are not equidistant as was formerly believed, but are 
coupled together in a manner similar to the adult heart-sounds. Between 
the first and second sounds there is an interval of 14/1000 seconds, between 
the second and the following first an interval of 18/1000 to 19/1000 seconds. 
The first sound lasts about 6/1000 seconds and is made up of 3 to 5 vibrations. 
The second sound lasts 5/100 seconds and is made up of 3 or 4 vibrations, 
more homogenous than those of the first sounds. 
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With the instrument it was possible to analyse the triple rhythm which 
is sometimes observed. It would appear that its cause is a duplication of 
the first sound. 


BRENNER TUMOURS. 


Varangot continues his study of Brenner tumours by considering their 
clinical manifestations. The symptoms are almost entirely those due to 
increasing size; torsion sometimes precipitates symptoms. Clinically they are 
always benign; there is not any recorded case of recurrence after removal or 
the occurrence of metastases. As regards their pathogenesis most authors 
have given free rein to their imagination. Meyer thought they sprung from 
the islands of Walthardt, residual islets of germinal epithelium and the 
primitive coelom. The existence of these islands is still, however, a matter 
of dispute. According to Schiller the Brenner tumour arises from Wolffian 
rests. In Varangot’s opinion the evidence is insufficient to allow the point 
to be settled. It is not by any means certain that they arise from embryonal 
rests at all. 

An extensive bibliography of the Brenner tumour completes the paper. 


AUTOTRANSPLANTATION OF THE ENDOMETRIUM AS A METHOD FOR MAINTAINING 
OVARIAN FUNCTION AFTER HYSTERECTOMY. 


Verhatsky transplants a strip of endometrium into the cervical canal 
before completing a subtotal hysterectomy. He claims that regular 
menstruation and ovarian function are maintained thereby. Two cases 
are described. 


THE USE oF LUTEIN HORMONE IN THE TREATMENT OF TOXAEMIAS OR 
INFECTIONS IN PREGNANCY. 


van der Hoeven, of Leyden, describes 2 cases of albuminuria of pregnancy 
which he treated with progestin. The first patient was a girl, 19 years of age, 
with a blood-pressure of 160/120 mm. Hg. and about 0.5 per cent of albumin 
in the urine. There was not any oedema. The albuminuria had been treated 
with a restricted diet for some time. At the thirty-eighth week she was 
given 5 units of progestin night and morning. The blood-pressure quickly 
fell to 135/105 mm. Hg. Four days later she gave birth to a normal child. 

The second patient was 19 years of age. She had severe albuminuria 
with oedema of some weeks’ duration. The author does not state the period 
of gestation. A rapid improvement followed the administration of progestin. 

The author investigated the effect of progestin on the blood-sugar. Little 
or no effect is noted in mid-pregnancy, but toward term progestin produces 
a more or less considerable fall in the blood-sugar along with a fall in 
blood-pressure. 

The greatest part of the paper is then devoted to a theoretical discussion 
of the possible interactions between the hormones of the corpus luteum, the 
posterior pituitary, and the thyroid in the aetiology of the toxaemias of 
pregnancy. 
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Zentralblatt fiir Gynakologie. 


No. 39, September 24, 1938. 


*Malformation of the urogenital organs. H. Nevinny. 

Ureteric knotting. W. Wiegels. 

Post-operative vesico-vaginal fistulae. H. J. Lang. 

Vesical shortening and vaginal fixation in vesico-vaginal fistula. H. Toepfer. 

Suggestions for the methodical safeguarding of the bladder in vaginal section 
R. Knebel. 

The recognition of carcinoma of the urachus. R. Mattel. 


No. 40, October 1, 1938. 


*Abortion and sterility. G. K. F. Schultze. 

The question of the constancy of the functional duration of the corpus 
luteum. H. Dworzak and A. Berndt. 

Operative circulatory improvement of atrophic and infantile female genital 
organs, especially of the ovaries. K. E. Fecht. 

The aetiology of talipes in viable full-time extra-uterine pregnancy. 
E. Lelling. 

A clinical and statistical contribution on rupture of the symphysis pubis 
during labour. U. Esch. 

Synchronous separate occurrence of carcinoma and sarcoma of the uterus. 
R. Brieter 


No 41, October 8, 1938. 


Bacterial control in intra-abdominal radiation of the pelvic cavity. L. van 
Damme and M. van Vaerenbergh. 

Uliron in the treatment of ascending gonorrhoea in the female. K. H. 
Sommer. 

Residue photography in hysterosalpingography and a simplified technique. 
GOK. F. Schultze. 

Two cases of unilateral partial adnexal aplasia. N. Riska. 

Genital trauma with a diagnosis of carcinoma. L. Schneider. 

Juvenile bleeding in sexual precocity and digipurat as haemostyptic. A. 
Baidin. 


No. 42, October 15, 1938. 


The question of sterility of the uterine cavity in the normal puerperium. 
E. Tscherne. 
Acidity reaction of women with genital carcinoma. J. Nekula. 
Advanced extra-uterine pregnancy. H. Konig. 
Cystic lymphangioma of the vulvo-vaginal region in a pregnant woman. 
C. Stanca and R. Popa. 
“Trophic ulcer of the clitoris. W. Giinther. 
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No. 43, October 22, 1939. 


The technique of operative sterilization. C. J. Gausz. 
Stenosing ulceration of the ileum simulating an adnexal tumour. K. Heim. 
*The problem of sex differentiation. F. Ludwig and J. v. Ries. 
*Pelvic sympathectomy, especially by Cottes’s method, and pregnancy. O. 
Bittmann. 

The aetiology and clinical course of isolated torsion of the Fallopian tube. 
M. Fukas. 

*A case of enormous tubal haemorrhage of uncertain aetiology. J. 
Lenczowski. 


No. 44, October 29, 1938. 


A cases of osteomalacia in the first months of pregnancy. E. Ledergerber. 
Investigations into cyclical symphysial softening in guinea-pigs. W. v. 
Massenbach. 
Whether ergobasin is an ecbolic. H. Heyrowsky. 
The possibility of eunarcon for anaesthesia in obstetrics and gynaecology. 
R. v. Hoch. 
Sudden death from cardiac disease during labour. H. Belohradsky. 
*Sterilization after Madlener. G. Neubauer. 


No. 46, November 12, 1938. 


Genital actinomycosis. R. Cordua. 

*Pregnancy neuritis and vitamin B,. K. W. Schultze. 

Gastric carcinoma and pregnancy. A. Pistofidis. 

*Operative effort for the improvement of radiation of cervical carcinoma. 
E. Engelhart. 

Enormous pendulous fibroma of the vulva. F. Ivanyi. 

Myoma and pregnancy. Clinical report. S. Epple. 

A new apparatus for blood transfusion with any addition. W. Briem. 


MALFORMATIONS OF THE UROGENITAL ORGANS. 


Nevinny refers to the fact that genital anomalies may be accompanied by 
abnormalities in the urinary tract. During the treatment of 714 cases which 
had been referred for sterilization under the law for the avoidance of inherited 
defects in Kénigsberg, there were 3 cases with urogenital anomalies. 

The first was a case of uterus bicornis unicollis in which double sacto- 
salpinx rendered operation for sterilization unnecessary. In the second there 
was a puerperal uterine right horn in a myomatous uterus bicornis with 
absence of the left kidney. In the third case the left Fallopian tube was 
absent except for a rudimentary fimbriated end. 

In a further case which came for gynaecological investigation the patient 
had a_ high-grade. developmental defect consisting of solid rudimentary 
uterus, pseudohypertrophy of the ovaries, congenital absence of the right 
Fallopian tube and atresia of the isthmus of the left Fallopian tube together 
with absence of the left kidney and a: pelvic right kidney. 


173 


=e 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


ABORTION AND STERILITY. 


Schultze has carried out a review of all cases of female sterility examined 
in the Berlin University Clinic since 1927. In all there were 1,103 cases 
of sterile women. 

Of the total cases there were 639 women with primary sterility and 469 
with secondary sterility. 

Dealing with the 469 cases of secondary sterility Schultze found that 58 
per cent had bilateral tubal occlusion, and of these cases with closed tubes 
75 per cent were due to abortion and 25 per cent to other causes; 42 per 
cent of all cases of secondary sterility were the result of causes other than 
abortion. 

Therefore he found that in 44 per cent of all cases of secondary sterility 
the cause was abortion. 

The treatment of cases of bilateral tubal occlusion resulted in a cure in 
only 9 per cent and in sterility due to other causes in 30 to 60 per cent. 

The case histories of gynaecological patients were extracted with a special 
regard to their reproductive history, and in this way records of about 1,100 
cases of abortion were obtained. Of these 36 per cent were probably volun- 
tarily sterile, 52 per cent subsequently conceived, and 12 per cent were 
secondarily sterile. 

A third investigation was undertaken by means of personal enquiry from 
out-patients. In this series there were 1,200 cases of abortion, and of these 
17 per cent were unwillingly sterile. 

There were 153 women who had aborted before marriage, and of these 
33 per cent were sterile; 1,047 women aborted after marriage with a sterility 
percentage of 14.5. 

In the case of 203 sterile women 50 per cent were sterile and childless 
and 30 per cent suffered from one child sterility. In these 203 women, 
which represented 17 per cent of all cases of abortion the harm was not 
only limited to the loss of the pregnancy which resulted in the abortion 
but in the absence of any possibility of further pregnancy. 

Investigation as to the patency of the Fallopian tubes was made in 53 
other cases in which abortion had occurred within the previous 3 years. 
These patients were apparently well and were seen only for the purpose of 
this investigation. In this series there were 8 women with bilateral occlusion 
of the tubes. The writer holds that abortion is responsible for secondary 
sterility of an intractable type and that abortion of an illegitimate preg- 
nancy which is complicated by sepsis is more likely to lead to this result 
than a legitimate abortion which occurs accidentally. 


TRopHIc ULCER OF THE CLITORIS. 


Giinther describes the case of a patient of 26 years of age who was 
paraplegic as a result of a transverse myelitis at the age of 18 years. She 
had suffered from ulceration of the clitoris for 4 months. 

The ulcer which was under the hood of the clitoris was of the size of 
a pfennig. It bled freely on touch and was not surrounded by any inflam- 
matory zone, nor was there any glandular enlargement The patient gave 
negative Wassermann, Kahn and Meinicke reactions. Bacteriological ex- 
aminations for gonorrhoea, tuberculosis and diphtheria were negative. 
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The ulcer was excised and the specimen was histologically examined 
without any sign of malignancy being found. The wound healed by first 
intention and there was no recurrence. 

The writers consider that this ulcer must have been of trophic origin 
following the spinal lesion. 


THE PROBLEM OF SEX DIFFERENTIATION. 


Ludwig and Ries have carried out a series of experiments to attempt to 
determine sex in fowls. They have found that determination of sex by 
administration of follicular hormone is experimentally possible. 

Introduction of small doses of follicular hormone into the fertilized egg 
leads to the production of intersexes. The causation of sex determination is 
dependent upon the predominance of male or female sex hormone in the 
fertilized egg. Sex differentiation does not occur at the moment of fertiliza- 
tion, but in the first days of the embryonic stage. Sex change can be 
produced only when the chosen sexual hormone is introduced directly into 
the fertilized egg. Preliminary treatment of the hens with sexual hormone 
is not effective in influencing the sex of the future embryo. 

The results of treating experimental birds with large doses of sexual 
hormone resulted only in the production of sterility and atrophy of the sex 
glands, the result following the use of the hormone of the opposite sex to 
that of the experimental bird in each case. 


PELvic SYMPATHECTOMY, ESPECIALLY BY COTTES’S METHOD, AND PREGNANCY. 


Bittmann records 4 cases of patients, treated for severe dysmenorrhoea 
by Cottes’s sympathectomy, who subsequently became pregnant and gave 
birth to living children. The course of labour in each case was rapid, lasting 
from 12 hours 35 minutes in the shortest to 20 hours 5 minutes in the longest 
primiparous labour, and 6 hours 28 minutes in the case of 1 primipara. 
The perception of pain appeared to be definitely lessened during these 
labours, though they did not in any way approach the painless labours 
following transverse lesions of the umbilical cord. Involution during the 
puerperium was satisfactory and the control of bleeding good. 


A CASE OF ENORMOUS TUBAL HAEMORRHAGE OF UNCERTAIN AETIOLOGY. 


Lenczowsky reports the case of a patient, 28 years of age, who had 
previously had 3 normal deliveries; she came under his care with a severe 
internal haemorrhage. The patient had had a normal menstrual period 3 
weeks before admission and she was operated on forthwith with a diagnosis 
of ruptured tubal pregnancy. The abdominal cavity was full of coagulated 
and fluid blood; when this had been removed the bleeding was seen to come 
from the right Fallopian tube. The uterus and left adnexa were normal. 

The right Fallopian tube was removed with the right ovary, which was 
small and contained a few cysts. On examination of the removed Fallopian 
tube it was found that the lumen was unaltered throughout its whole length 
and there was not any break in the mucous membrane. The muscular wall 
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was normal in its inner half, but in its outer half there was_an enormous 
haematoma which had stripped the peritoneum and raised it from the 
underlying muscle to a depth of 3 centimetres. The peritoneum had given 
way in some places owing to the tension. 

On histological examination there was not any abnormality of the mucous 
membrane or muscular coat of the Fallopian tube even at the site of the 
poured-out blood. But on the outer surface of the Fallopian tube in the 
neighbourhood of the clot there was an unusual number of blood-vessels 
which were surrounded by round-cell infiltration. Examination of these 
blood-vessels showed the arterioles to be thickened and the endothelial cells 
to be degenerate. Some of the cells were separated from each other to form 
gaps through which blood could escape. One had the impression that there 
had been a severe degenerative process which had partially destroyed the 
endothelium. 

Microscopic investigation did not give any support to the previous 
diagnosis of ruptured tubal pregnancy, and at first there did not seem to be 
any cause for this degenerative vascular change. On further enquiry it was 
discovered that one year before the patient had undergone a full course of 
treatment for a definite attack of lues. At the time of operation her 
Wassermann reaction was negative. 

The author regrets that owing to the diagnosis of extra-uterine pregnancy 
never being questioned the Aschheim-Zondek reaction was not carried out 
definitely to exclude pregnancy. 


STERILIZATION AFTER MADLENER. 


Neubauer states that in 14 years 94 patients were sterilized by operations 
on the Fallopian tubes in the Graf-Apponyl Poliklinik in Budapest. 

In the operation carried out at that clinic the Fallopian tube is crushed 
and a silk ligature tied round each extremity of the crushed part. Two 
patients have become pregnant following this operation; in the first case an 
intra-uterine pregnancy began 2 or 3 months after operation; in the second 
case the pregnancy was extra-uterine. 

The first patient was readmitted to the clinic and laparotomy was 
performed 5 months after the first operation. At the time of the second 
operation the patient was 2 or 3 months pregnant; she was treated by 
hysterotomy and excision of the interstitial portion of the Fallopian tubes. 
The removed Fallopian tubes were examined histologically and one was 
found to be undergoing recanalization. 

The second patient was operated upon on 7th January 1930; abdominal 
hysterotomy was performed, the products of conception were removed and 
the patient was sterilized by Madlener’s method. Recovery was uneventful 
and she was discharged from hospital on 17th January 1930. On 6th October 
1936 she was admitted to another district hospital and laparotomy was 
performed for a ruptured tubal pregnancy. In this case the uterus was 
amputated and removed, together with the Fallopian tubes and the right 
ovary. The left ovary was not removed. 

On examination of the specimen the pregnancy was found to have occurred 
in the right Fallopian tube medial to the crushed segment. The right 
Fallopian tube was so disorganized that it was impossible to determine 
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whether pregnancy had occurred after recanalization of the lumen, or whether 
a fistulous opening had developed at the uterine end of the crushed portion. 

In spite of these two mishaps the writer still considers that Madlener’s 
method is the one he would choose as being the most satisfactory. 


PREGNANCY NEURITIS AND VITAMIN B.. 


Schultze states that in about 7 per cent of all cases of pregnancy some 
evidence of neuritis is found. Symptoms are usually localized to one nerve 
group and increase in intensity up to the time of delivery, disappearing 
spontaneously in the late puerperium. 

The author gives detailed case-histories of patients whose symptoms vary 
in intensity from mild sciatic pains to severe polyneuritis. Starting with the 
supposition that the nervous condition was the result of defective vitamin B, 
intake, the writer treated a series of cases with this vitamin in the form of 
betabion (Merck) and betaxin (Bayer) and obtained good results. Out of 
60 patients treated, 37 were cured and 16 improved. There were 7 remaining 
patients who denied that they had received any benefit from the treatment. 


OPERATIVE EFFORT FOR THE IMPROVEMENT OF RADIATION OF CERVICAL 
CARCINOMA. 


Engelhart points out that the results of radiation of cases of inoperable 
carcinoma of the cervix leave much to be desired. He points out that before 
treatment with radium came into use for these patients ligature of the internal 
iliac arteries was sometimes undertaken for patients suffering from severe 
uterine haemorrhage. As a result of such interference it was found that the 
growth was retarded and in some cases even shrank. 

The writer has ligatured the internal iliac arteries in 25 inoperable cases, 
the approach being retroperitoneal through an oblique incision above and 
parallel to Poupart’s ligament. Immediately after the operation the patient 
is treated by radiation, and this is repeated on alternate days for 5 days, the 
fields used being 2 abdominal, 2 dorsal, and 1 vulval. The patients usually 
remain in hospital for about 3 weeks and are readmitted after 6 to 8 weeks 
for further treatment with radium or X-rays. The results at the end of the 
first stay in hospital are definitely satisfactory, and after the second visit the 
size and extent of the growth are much lessened. 

In 3 cases radiation was postponed for 14 days after operation, and in 
these the results were disappointing. There appears to be some favourable 
condition present for the action of the X-rays in tissues in which the 
blood-supply has been suddenly curtailed. 

While not in any way suggesting this method of treatment as a means of 
permanent cure, the writer holds that it is a valuable palliative method, and 
he recommends it for this object. 


R. H. B. Adamson. 
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Revista de Gynecologia e d’Obstetricia, Rio de Janeiro. 


Year xxxii, Vol. II. August 1938. No. 2. 


*An unusual case of nephritis of pregnancy: involvement of the phrenic 
nerve and the vagus nerve. Serta. 
A case of central and partially accrete placenta praevia. Lacérda. 
*The treatment of infantile vulvo-vaginitis by folliculin. Fox and Simonard. 
Chorion-epithelioma with intense luteinization of the ovaries. Horta. 
A case of acute oedematous elongation of the cervix. De Oliveira. 
Fibromyosarcoma of the extra-peritoneal portion of the round ligament. De 
Queiros. 
Narcoses with reference to the vagotonic and sympathetic nervous systems. 
Machado. 
*Dosage in folliculin therapy. Fernando and De Andrade Magalhaes. 
Operative treatment of genital prolapse following hysterectomy. Fabiao. 
*Cyst of the labium minor of embryonic origin. Fabiao and Lobo. 
Cure of vesico-vaginal fistula by implantation of the ureters into the sigmoid 
colon. Silva. 
Statistics of operative and other work in the gynaecological and proctological 
clinics at the Hospital of Gamboa. Lemgruber. 


An UnusuaL CASE OF NEPHRITIS OF PREGNANCY: INVOLVEMENT OF THE 
PHRENIC NERVE AND THE VaGus NERVE. 


Serta describes a case of toxaemia of pregnancy terminating fatally 
because of the toxins affecting the phrenic and vagus nerves. Fortunately 
this complex is seldom recorded. Serta refers to two cases, one described by 
Solowief in 1892, another by Dufour and Cottenot in 1910. Brindeau had 
noted dyspnoea caused by neuritis of the vagus nerve without any pulmonary 
lesion. Novak first emphasized the gravity of the lesion. 

Serta’s patient was a multipara, 29 years of age. She was admitted to 
hospital in the fourth month of pregnancy in an extremely emaciated con- 
dition, suffering from intractable vomiting. 

Under treatment her condition slightly improved for a few days. Then 
she complained of pain in the throat and chest. Respiration became difficult, 
giving the impression of great force being expended. The stomach was much 
dilated; swallowing was carried out with difficulty. It was then observed 
that in addition to the tympanites of the abdomen, there was complete 
inversion of the abdominal wall movements during respiration, which had 
become veritable anguish. There was depression of the wall during inspira- 
tion, expansion during expiration. The type of breathing, in fact, resembled 
that obtained experimentally in animals by Gley when the phrenic nerve 
was cut, the diaphragm becoming a simple passive membrane. The pulse- 
rate, at first relatively slow, rose to 110 beats per minute and to 140 just 
before death. 

Post-mortem examination showed a stomach dilated to thrice its normal 
size; a gigantic mega-caecum and very little alteration in the loops of the 
small intestine. The lungs were normal save for a few inter-lobar adhesions. 
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The heart and large vessels showed little change. There were some points 
of oedema in the brain and marked friability of the hypophysis. 

Reproducing in vivo Gley’s experiments relative to the function of the 
phrenic nerve in respiration, the case also proves the activity of the vagus 
nerve both on circulation and digestion. The diaphragm became an inert 
membrane, with movement conditioned only by the difference of pressure 
between the thoracic and abdominal cavities. 

The clinical signs of the toxic attack of the vagus were indicated by 
the pulse-rate. With destruction of the nerve in its final phase came the 
abrupt ascent, and with it aggravation of breathing. The digestive organs, 
the clinical signs, and the post-mortem findings, confirm the difference in 
innervation of the different parts of the intestine. The stomach and the 
large intestine, under control of the vagus, became enormously dilated when 
the nerve was injured. The small intestine, innervated by the sympathetic 
system, was scarcely affected. 


THE TREATMENT OF INFANTILE VULVO-VAGINITIS BY FOLLICULIN. 


The authors consider the difference in structure and secretion of the 
vaginal mucosa before and after puberty. 

In the child the epithelium is constituted by a thin layer of basal cells 
and another of oval cells with scanty protoplasm. In the woman the mucosa 
is thicker and formed of two distinct strata of cells, cylindrical and oval, 
with a superficial laye: of fusiform cells. 

These structural differences along with the change in reaction of the 
vaginal secretion (alkaline becoming acid) explain why vulvo-vaginitis is 
frequent in the girl and unusual in the woman. 

The first investigations on the treatment of the condition were made by 
Allen and Lewis with folliculin on the castrated monkey. They attributed 
the successful results produced to an enormous increase in the thickness of 
the vaginal epithelium, to its abundant desquamation carrying bacteria with 
it, and to its thickness preventing the entrance of other organisms. Later 
they recognized the part played in the cure by the change in the reaction 
of the secretion from alkaline to acid. At first the local application of 
various antiseptics was also used, but it was found that complete cure could 
be obtained by the injection of folliculin alone. 

The authors describe 10 cases which they have cured by treatment with 
folliculin. All the children were under 8 years of age. Progynon, Bayer, 
was at first used, then ondene, Bayer. The average dosage was 5,000 
units on alternate days. The total dosage varied between 20,000 and 
120,000 units. 

In one case treatment by daily injection of 1,000 units resulted in cure 
after 10 injections, the discharge and other local symtpoms ceased. It is 
interesting to note that this child, 2 years of age, also suffered from chronic 
otitis media, which has disappeared under the hormonal treatment. 


DOSAGE IN FOLLICULIN THERAPY. 


The authors review the progress of folliculin therapy, noting two clearly 
marked stages in its evolution. 
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(1) At the beginning of the century the usual treatment of ovarian 
insufficiency by vegetable ovarian tonics was supplemented by giving dry or 
glycerinated extract of the whole ovary. In spite of the pessimistic opinion 
of modern clinicians, the results were often appreciably good. 

(2) From 1925 onwards discovery of the dual nature of ovarian hormone, 
the isolation of folliculin in crystals, and later of progesterone, placed hormone 
therapy on a truly scientific basis. At first the sources of the supply of 
folliculin were slender, being obtained from the ovaries of small animals, 
and in early experiments, as in those of Aschheim, the usual doses injected 
were 100 to 200 rat units in aqueous solution. With the discovery of 
folliculin in other substances, such as animal excreta and certain mineral 
and vegetable substances, it became possible to give greater doses. High 
concentration was obtained. As much as 1,000,000 units could be injected 
in oil in one dose. The results of increased and more frequent dosage seemed 
at first brilliant, but before long baneful effects were noted both experi- 
mentally and clinically. Experiments proved that the hypophysis and 
genital tract were strictly interdependent. An excess of folliculin led to 
inhibition of the prehypophyseal gonadotrophic hormone, and this in turn 
to inhibition of ovulation, ultimately to ovarian and uterine atrophy and 
to disequilibrium of the entire hormonic system. In one experiment pro- 
ducing a chronic excess of folliculin, Zondek found that the hypophysis 
was transformed intc a tumour 25 times its normal size and that the 
animal died from the increased intracranial pressure. 

Clinically it was found that high dosage caused amenorrhoea of long 
duration, and, when the menstrual cycle returned, severe menorrhagia. It 
is interesting to note that at the Amsterdam Congress in May 1938, Wagner, 
who had previously favoured high dosage, now advocates a return to one 
relatively small. 

The quantity of folliculin circulating in a litre of blood during a normal 
menstrual cycle never exceeds 40 to 50 rat-units. Therefore, even in cases 
of marked folliculin deficiency, the injection of many million units is useless 
and, as has been proved, hurtful. 

The percentage in normal blood and urine constitutes a good standard of 
limiting value, and certain clinical symptoms such as mammary congestion 
or a change in the vaginal secretion may indicate that the required dose 
has been exceeded. 

Neoplastic transformations in mammary glands and in the uterine mucosa 
have been detected in recent experiments, in which enormous doses have 
been given to relatively small animals, but these results cannot be held to 
be clinically probable. 

The authors conclude that the basic principle of successful hormone 
therapy is careful regulation of dosage. 


Cyst oF THE LaBtuM MINOR OF EMBRYONIC ORIGIN. 


Cysts of the labium minor were described by Loury in 1840, and in cases 
reported since then they are usually classified according to their origin as 
(a) idiotopic which originate from normal elements of the labium, e.g. 
sebaceous lymphatic cysts; (b) heterotopic, derived from (1) wandering 
gland elements from neighbouring organs; (2) intra-uterine foetal glands; 
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(3) embryonic Wolffian rests (mucous cysts). The last-named are rare. The 
authors find only 40 cases recorded in the general literature, only 3 in the 
Argentine. To this number they add one which has recently come under 
their observation. 

The patient came to hospital for more serious lesions—uterine myoma and 
ovarian cysts. When making an external examination a pedunculated cyst 
about the size of a pigeon’s egg was discovered on the free anterior border 
of the labium. The patient said she had been aware of it for 8 years, 
and that it had increased in size, but had never caused discomfort or pain. 

After the major operation the labial cyst was excised. A photograph 
of the cyst and microphotographs of the histological sections are given. All 
are evidence of the origin of the cyst, and exclude its being derived from 
the Wolffian duct. A Wolffian cyst is situated along the length of the vagina, 
terminating at the level of the hymen. Its wall has a stratum, varying in 
thickness, formed of smooth muscular fibres and it contains serous fluid. 

The mucous cyst, as shown, is situated on the free border of the labium 
distant from the anatomical situation of the Wolffian duct. Its wall is 
composed of layers of transitional epithelium, polymorphous cells, some 
cylindrical, others flat, and one layer of ciliated epithelium. The content 
is mucous fluid. 

The authors form the conclusion that the cyst originated from wandering 
and persistent particles of the foetal urogenital tract. The polymorphism 
of the epithelium indicates a derivation from the transitional epithelium of 
the bladder and urethra, showing itself now simple and cylindrical, now flat 
and stratified. 

J. H. Filshill. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE 


SECTION OF OBSTETRICS AND GYNAECOLOGY 


At a meeting of the Section on Friday, November 18th, 1938, with the 
President, Mr. ALECK Bourne, in the chair, Professor J. PRESTON MAXWELL 
read a paper on 


FURTHER STUDIES IN ADULT RICKETS (OSTEOMALACIA) AND FOETAL RICKETS. 


He said that the object of his paper was to confirm the fact which he had 
already placed before the Society, that rickets and osteomalacia were only 
stages of the same deficiency disease. He gave details of another case of 
osteomalacia, in which the mother died as the result of gas gangrene and 
rupture of the uterus, the result of obstructed labour. The pelvis of this 
case was demonstrated to the Society. The foetus, which was stillborn, 
showed signs of foetal rickets. Details of other cases were given, showing 
the low blood calcium and phosphorus, and the response to treatment by 
calcium and vitamin D. In the live foetus the presence of rickets at birth 
could be shown by X-rays, and confirmed by finding a low blood calcium in the 
blood from the umbilical cord. X-rays from cases of foetal rickets were 
shown, and the risk of spontaneous fractures was discussed. 

He next described the changes in the teeth of children born with evidence 
of foetal rickets, and demonstrated the hypoplasia of the enamel which is a 
constant finding. 

He emphasized the importance of posture in the production of the various 
types of pelvic deformity, the squatting position producing the triradiate 
pelvis, and the lying posture the laterally contracted pelvis. 

He questioned whether relaxation of the pelvic joints occurred during 
pregnancy, and thought that most cases of instability of gait were due to mild 
vitamin D deficiency. The symphysis pubis was also weakened and might 
give way during delivery. 

Other points investigated were the calcium content and the phosphorus 
content of the milk. It was shown that in adult rickets not only was the 
percentage of calcium low, but the output of milk was diminished. Large 
quantities of calcium and vitamin D were needed to make up the deficiency 
during lactation. There also appears to be marked anaemia, both in the 
mother and the child, in all cases of osteomalacia and rickets. 

The next point considered was whether there was any relation between 
osteomalacia and the incidence of eclampsia, which some have thought 
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related to calcium deficiency. A careful study of more than 1,000 cases of 
osteomalacia, in which only one doubtful case of eclampsia was found, showed 
that osteomalacia does not predispose to eclampsia. : 

It is known that patients with calcium deficiency producing tetany have 
a tendency to develop cataract, and the possibility that this condition might 
occur with osteomalacia was investigated with great care. By means of the 
slit lamp, opacities of the cornea were demonstrated in many cases. Progress 
of the condition could be stopped by treatment. 

Various other nutritional disturbances of the finger-nails and the skin 
were described. 

Professor GREEN-ARMITAGE, Professor F. J. Browne, Dr. VAUGHAN 
(Kashmir), and Mr. Nixon took part in the discussion. 


Then followed a discussion on 
VULVAL CARCINOMA. 


The discussion was opened by Mr. M. Datnow on ‘‘The Surgical Aspect’, 
and Mr. Percy Mapas on ‘“‘The Radiological Aspect’’, and they were followed 
by Mr. JoHN ERIc STacey. 

Mr. M. Datnow, opening, first discussed the incidence of the disease in 
various parts of the country, showing that it was more common in the 
North of England than in the South. He said that although the disease had 
been described at all ages, it was most commonly observed in patients over 
50 years of age, and he emphasized the importance of leukoplakia as a 
predisposing condition. 

He showed a table of the various sites at which the growth was found in 
a series of cases at Liverpool, proving that the labium majus is the commonest. 
He stated that diagnosis seldom presented serious difficulties, but in young 
patients mistakes might be made. He was of the opinion that the ulcerating 
type involves glands more easily than other varieties. 

Mr. Datnow gave statistics from various papers on the subject, showing 
that the recurrence rate was high, and emphasized the fact that many cases 
recurred after five years. He then described the operation which is now 
performed in Liverpool for this condition, and showed a cinema film, 
illustrating the technique. 

Mr. Percy Macpas, discussing the radiological aspect of the disease, said 
that as the condition is comparatively rare, it was difficult for any one man 
to have much experience. The growth varied greatly in virulence. 

Prior to 1925 radical operation was the only method available, but since 
that date many attempts have been made to treat the condition by irradiation. 
At first the treatment fell into disrespect because of the high incidence of 
radium burns. 

He mentioned some very good results that had been shown by Dr. Ellis, 
of the Radium Centre in Sheffield. 

The vulva derives its blood-supply from the internal pudic artery, and 
the branches are practically end arteries. If they become occluded by over- 
irradiation, necrosis will occur. The atrophic changes which occur in the 
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vulva after the menopause increase the difficulties. The very free lymphatic 
communication made it necessary to irradiate widely. 

He thought that in cases in which the primary growth was operable, and 
there was not any involvement of glands, operation was probably the best 

treatment, though local excision and deep X-ray therapy to the glands might 
’ be the best in some cases. 

He advised radium therapy when the vestibule was involved, when the 
lesion was large or multiple, if the patient’s general condition was poor, and in 
cases of local recurrence after excision of the vulva. 

He gave details of the technique advised and emphasized the importance 
of nursing the patients in the same posture as they were in when the needles 
were inserted, and stressed the great care necessary to avoid overdosage. 

Mr. J. Eric Stacey said that in 10 years there had been about 150 cases of 
carcinoma of the vulva in Sheffield. This was a high incidence compared to 
other parts of the country, and he thought it was probably due to the fact 
that many of the population were employed in processes involving the use 
of bituminous oils. On reviewing the treatment of this condition at the 
Jessop Hospital for 10 years, he found in the first part most cases were 
treated by surgery. This was followed by a phase of radium treatment alone, 
and now they pursued a middle course. He thought that with improved 
technique more and more cases would be treated by irradiation. 

He gave details of the cases treated by different methods, and described 
the radium technique at present used at Sheffield. 

The following took part in the discussion: Dr. FRANK ELLis, Mr. MaLcoLm 
DonaLpson, Dr. ELIzABETH Hurpon, Mr. GILLIATT, and Professor F. J. 
BROWNE. 
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THE NORTH OF ENGLAND OBSTETRICAL AND GYNAECOLOGICAL 
SOCIETY. 


A meeting of the North of England Obstetrical and Gynaecological Society 
was held in Manchester on October 14th, 1938. 


Dr. Mary Evans (Manchester) described a case of 
RUPTURE OF THE UTERUS WITH SOME UNUSUAL FEATURES. 


A patient, 36 years of age, who was expecting her second baby about 
29th September 1938, attended the antenatal clinic on 12th July 1938. 
Her general condition was good. The presentation was a vertex and there 
were no signs of toxaemia. She should have again attended the clinic on 
August 23rd. On that day, however, she was at the Glasgow Exhibition, 
and on the return journey there was trouble with the car which necessitated 
their spending the night en route. On arriving in Manchester the next day 
she did not feel very well and that afternoon following a hot bath the 
membranes ruptured. She immediately came to hospital. She was having 
no pains. Labour began at 5 p.m. the next day, August 24th, and at 1 a.m. 
on August 25th, after a first stage of 634 hours and a second stage of 114 
hours, she was delivered by a midwife of a male infant weighing 61% Ibs. 
This was about 5 weeks before the expected date of delivery. Nothing 
abnormal had been noted during the first and second stages. She had 
received gas and air analgesia during the second stage. 

Two hours after the end of the second stage Dr. Evans was informed 
that the placenta was still retained but that no haemorrhage had occurred 
and that the patient’s condition was quite satisfactory. In less than five 
minutes after the first message she suddenly collapsed. Dr. Evans found 
her cold and clammy and almost pulseless. She estimated the total external 
loss at an ounce to an ounce and a half of blood. The patient was 
complaining of severe pain in the abdomen and would not allow anyone to 
put a hand on it. 

On examination it was seen that there was some distension of the upper 
part of the abdomen and there was dullness in both flanks. The uterus 
had not risen in the abdomen and it was very tender. The patient’s general 
condition underwent slight improvement following the gum saline, and a 
blood donor was sent for. Meanwhile a continuous intravenous drip appa- 
ratus was set up and about to ounces of glucose saline had been adminis- 
tered before 700 cubic centimetres of blood were added to the drip. 
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The patient suddenly complained of severe pain in the right shoulder; 
it was seen at this time that there was some increase in the distension of 
the upper abdomen. 

After 200 cubic centimetres of blood had been given there was a very 
definite improvement in the patient’s general condition, and it was decided 
to perform laparotomy. This was done about three hours after Dr. Evans 
first saw her during which time there had been no external haemorrhage. 
Under the anaesthetic and before the abdomen was opened a hand was 
introduced into the vagina when it was found that a contraction ring was 
present. On opening the abdomen it was found to be full of blood. Some 
of this was removed, filtered and added to the drip. There was a small 
rupture, about three-quarters of an inch long, in the fundus uteri. The 
stomach was much distended. Total hysterectomy was performed and 
after closing the abdomen the stomach was washed out. The patient had 
an uneventful puerperium. The highest temperature was 99.6°F. on the 
third day. 

The uterus was opened and it was found that there had been no separa- 
tion of the placenta. The rupture had occurred in the placental site. The 
most striking feature was the extreme thinness of the uterine muscle over 
the placental site. The pathologist’s report on sections of the placental site 
is as follows: ‘‘The greatly thinned uterine wall shows some increase in 
connective tissue fibres and it shows blood sinuses separated from the 
surface by only a very thin layer of tissue. The placenta shows only the 
normal degenerative changes, and in the sections examined there is nowhere 
any evidence of proliferation of the chorionic epithelium.’’ 

I am indebted to the obstetrician who performed the craniotomy at her 
previous confinement for the following information: He was called in when 
she had been in labour for several days. Her temperature was raised, the 
head was still above the brim and the liquor was very foul. He decided 
that craniotomy was the safest method of delivery. The infant weighed 
11 Ib. The placenta was delivered spontaneously. She had a slight pyrexia 
for the first few days. Otherwise her puerperium was normal. The uterus 
had never been curetted. 

Dr. Evans expressed her thanks to Mr. Todd, visiting obstetrician, who 
performed the hysterectomy, and Dr. Ramsay, Medical Superintendent, for 
permission to report this case. 


Dr. Datnow described a similar case of thinning of the uterine wall in a 
second labour probably dating from a uterine infection sustained in the first 
labour. Another effect of the scarring was the presence of a tripartite 
placenta. 


Mr. J. A. Stacey expressed the opinion that all contraction rings were 
caused by mismanagement of the third stage of labour. 


Professor Doucat thought the rupture in Dr. Evans’s case was due to 
infiltration of the uterine wall by villi. He disagreed with Mr. Stacey’s view 
that all contraction rings are due to maltreatment. 
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Professor Doucat described a case of 
VIRILISM DUE TO A TUMOUR OF THE ADRENAL CORTEX. 


In June 1937 a single woman, Miss B., was referred to him by a radio- 
logical colleague who had been treating her for facial hirsutism. She was 
49 years of age and a virgin; her menstrual periods had ceased four months 
previously. Before that date the periods had been regular but excessive. 

Within two months of the cessation of her menstrual periods a heavy 
growth of hair appeared on the chin and upper lip, the hair on the temples 
receded, and there was considerable falling out of the hair of the scalp. 
The condition was causing her acute distress and she threatened to commit 
suicide unless something was done to relieve her. 

On examination Professor Dougal found a thin shrunken woman obviously 
suffering from some rapidly progressive disease. The breasts were atrophic 
and in addition to the facial hair already mentioned the pubic hair was 
plentiful and of the male type. Abdominal examination revealed definite 
enlargement of the liver but no tumour or free fluid. 

The external genital organs were normal, but the uterus was retroverted, 
enlarged and distorted by fibroids. 

This picture of secondary virilism pointed to the existence of an ovarian 
or adrenal tumour and the general appearance of the patient and her pro- 
gressive loss of weight strongly suggested that the tumour was malignant. 

As she insisted on something being done, Professor Dougal agreed to 
explore the abdomen, and if nothing else was found, to remove her fibroid 
uterus. 

At the operation he found a mass of fibroids in the pelvis; both ovaries 
were atrophic and adherent. A fixed retro-peritoneal tumour was found in 
the upper part of the abdomen and metastatic growths were present in the 
liver and spleen. 

The patient developed severe pulmonary symptoms shortly after the 
operation and died within 48 hours. 

At the post-mortem examination secondary deposits were found in the 
mediastinal glands, spleen, liver and lungs; a well-defined growth, evidently 
the primary tumour measuring to centimetres in diameter, was found in 
the right suprarenal gland. The opposite gland was normal. Both lungs 
were riddled with secondaries, which was an unexpected finding as the patient 
did not complain of any pulmonary symptoms prior to operation. 

The adrenal tumour was yellowish in appearance with many haemor- 
rhagic areas; microscopically it consisted of round or oval masses of medium- 
sized spheroidal or polyhedral cells, the general arrangement being trabecular. 
There were also extensive areas of necrosis and haemorrhage, so the growth 
was evidently rapidly growing and highly malignant. 

The pathological diagnosis was carcinoma of the adrenal cortex. 

Virilism in the female may be produced by new growths of the pituitary 
(basophil adenoma), ovary (arrhenoblastoma) or adrenal (cortical adenoma 
or carcinoma), also by over-activity of the adrenal cortex with or without 
hyperplasia. 
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The diagnosis of the particular lesion is not easy, although the presence 
of headaches, visual disturbances, adiposity, hypertension and glycosuria 
should prevent mistakes being made in the case of pituitary tumours. 

In practice the real difficulty is to distinguish between the ovarian cases 
and the adrenal cases; this can only be done by exploring the abdomen and 
carefully palpating both structures. The prognosis is most satisfactory in 
ovarian cases because removal of the tumour is simple and the result is 
usually completely satisfactory. 

During the last 10 years L. R. Broster! has devoted much attention to 
intersexuality of adrenal origin and has gradually brought together a group 
of workers who have investigated different aspects of the subject. Their 
latest results appeared in a monograph published early this year and throw 
considerable light on what Sir Walter Langdon-Brown has called a dark 
corner of medicine. 

Their successful investigations are also a first-rate example of the value 
of team-work in medical research, particularly as regards co-operation be- 
tween the clinician and the laboratory workers. 

Vines, the pathologist of the group, has made two notable contributions 
to the research. He has devised a specific staining method, the Ponceau- 
fuchsin stain, by means of which he has been able to demonstrate in the 
cytoplasm of the cortical cells of the adrenals certain granules which subse- 
quent biological tests and biochemical observations have shown to be the 
source of the virilizing hormone. At any rate the concentration of this 
granular material in the cells of the adrenal cortex varies directly with the 
severity of the clinical signs and symptoms and the amount of hormone 
excreted in the urine. 

Vines has also made careful examination of foetal adrenals of all ages 
and has found that in both sexes there is a period between the tenth and 
twentieth weeks when the cortical cells contain the specific granular material. 
In the case of the female foetus this phase lasts from 11 to 15 weeks and 
then sharply disappears; it is interesting to note that the end of the phase 
corresponds with the time of differentiation of the basophil cells of the 
pituitary. 

The primary mechanism of sex determination is believed to be chromo- 
somal, but there also appears to be a secondary endocrinal mechanism 
represented in its earliest stage by the period of androgenic activity of the 
adrenal cortex and immediately afterwards by the differentiation and func- 
tional activity of the basophil cells of the pituitary. As the female organs 
are in a plastic state at the time of the androgenous phase the continuity of 
their development may be interrupted and an element of instability intro- 
duced. Abnormalities of sexual development are therefore more likely to 
occur in the female and are chiefly degrees of masculinization. 

An excessive secretion of the cortical androgen early in foetal life will 
lead to excessive degrees of masculinization and more or less complete 
sexual inversion as in hermaphroditism. If the influence comes later the 
structural abnormalities will be less marked and confined to hyperplasia of 
such male homologues as the clitoris, the appearance of male secondary 
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characters and hypoplasia or retrogression of those characters which are 
essentially feminine. 

Ovarian arrhenoblastomata and adrenal cortical tumours are examples of 
this later or secondary virilism, but there are others in which the adrenal 
cortex is merely hyperplastic or unduly active, and these are the cases in 
which Broster has obtained successful results with unilateral adrenalectomy. 


Mr. St. GEORGE WILSON, in discussing the case, described a case of 
amenorrhoea and hirsutes in a girl aged 14, associated with a malignant right 
adrenal tumour. She died four days after the tumour, which weighed 4 Ibs., 
was removed. 


Professor MILEs PHILtips referred to the only case of this condition seen 
by him. A spinster, 36 years of age, who had always menstruated every 28 
days, ceased to menstruate; her hands and feet enlarged, the hair of her 
scalp fell off considerably, the skin of the face became coarse and a strong 
growth of hair appeared on the face, chin, and lips. The uterus and ovaries 
were small. Unfortunately a superficial swelling in the right hypochardrium 
was considered to be a Reidl’s lobe of the liver, behind which the kidney 
was felt. Two months later a correct diagnosis was made by a London 
dermatologist, Dr. H. W. Baxter. Professor Graham Simpson (see Lancet, 
October 8th, 1927) removed a large suprarenal tumour. Two months later, 
after nine months of amenorrhoea, normal menstruation recommenced exactly 
36 weeks after the first day of the last period. The growth recurred, fatally, 
a year later. 


Professor Mites H. PuHILttps described a case of 


ACUTE PROLAPSE OF THE URETHRA. 


Professor Miles Phillips recorded his fourth case of this rare condition. 
He had been surprised to find no such case had been recorded, or possibly 
not thought worthy of record, in the Transactions of the London Obstetrical 
Society or the Proceedings of the Gynaecological Section of the Royal Society 
of Medicine; these covered the period from 1859 to 1938. 

On the other hand this would be the thirteenth reported to the North 
of England Obstetrical and Gynaecological Society. He briefly reviewed 
the others, which had been recorded by: 

(1) Arnold W. W. Lea in December 1902. His patient was a spinster, 
35 years of age. She had sudden severe dysuria. 

(2) Leith Murray, in January 1932, recorded four cases. All his patients 
were multiparae between the ages of 67 and 84 years. These cases were 
treated by digital replacement after the application of adrenaline ointment. 

(3) W. W. King, at the same meeting. His patient had been sent to 
him with the diagnosis of epithelioma of the urethra. 

(4) Daniel Dougal, in March 1925, reported three cases. One-patient was 
a spinster of 63 years of age and two were multiparae of 63 and 74 years 
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(5) Miles H. Phillips, at the same meeting, reported three cases. (a) One 
patient was a girl, 8 years of age; the condition was apparently caused by 
riding a male adult’s bicycle. (b) A unipara of 26 years of age; three months 
after confinement she noticed dysuria and sudden appearance of a swelling. 
(c) A spinster of 56 years of age. The history was one of chronic urethritis; 
whilst straining the swelling had suddenly appeared, free bleeding occurred. 

Practically all these cases had been mis-diagnosed by the family doctor 
to whom the condition is apparently not known. As regards symptoms, a 
variable amount of bleeding usually occurs, the degree of dysuria is very 
variable, but the sudden appearance of a lump, which is not painful to 
touch, may be the only complaint. They had been called urethral polypus, 
epithelioma, vascular caruncle, etc. Apart from those cases in which con- 
siderable sloughing has occurred, the orifice at the tip of the swelling renders 
the diagnosis easy to those who know what to expect. The only condition 
likely to be mistaken for it is the very rare prolapse, through the urethra, 
of an ureter. In urethral prolapse the rim of reflection between the pro- 
lapsed mucosa and the meatal mucosa can be demonstrated. 

Except Leith Murray’s, all the cases had been successfully treated by 
circular excision and suturing. 

Professor Phillips’s fourth case has some special points of interest. It 
occurred in a one-para of 70 odd years who had been under his care for 20 
years for procidentia. She absolutely refused operative treatment and as, 
perhaps unfortunately a Simpson shelf pessary supported by a good pelvic 
floor kept the prolapse up and the patient comfortable, this was the line of 
treatment she approved of. His notes told him that he had removed, 
cleansed, and replaced that type of pessary between 70 and 80 times. Often 
the note also says, “‘operation again urged: to no purpose.”’ 

For some years she has been greatly handicapped by anchylosis of the 
right hip joint, due to osteo-arthritis, and has been unable to walk or even 
stand much. Partly for this reason and partly because the uterus and vaginal 
walls have considerably atrophied, she has been able to do without the 
pessary since April of this year. 

At no time has she had difficulty with micturition and no abnormal 
condition of the urethral meatus has ever been noticed. 

As by this time she had acquired a high blood-pressure and heart-block, 
it looked as if she had escaped an operation—it was really the anaesthetic 
she dreaded. But it was not to be so. 

Whilst on holiday, last month, some 400 miles from home, one morning 
she noticed a little blood on her clothes shortly after micturition, which 
had been quite painless. This recurred and she called in a local doctor, 
who, examining her no doubt with some difficulty on account of the anchy- 
losed hip, declared that he could feel a polypus of the womb. He bluntly 
told her and her daughter that no doubt this was cancerous and that she 
would have to submit to removal of the uterus. After a few days’ rest she 
returned home by motor-car. 

To Professor Phillips’s great surprise he found a dusky-red almost insen- 
sitive elongated swelling, over an inch in length, protruding from the vesti- 
bule: a tell-tale orifice at the outer end of this showed that she had pro- 
lapse of the urethra. There was considerably more of the posterior than 
of the anterior wall protruding. There was a little superficial ulceration. 
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She still funked an operation, so she was taken into a nursing home for 
treatment. 

On the first morning she was given a small rectal saline, on the second, 
with the permission of her husband, a doctor, seven drachms of paraldehyde 
were added to the saline. Ten minutes later the anaesthetist crept into the 
bedroom, put her under gas and oxygen, and the prolapsed mass was easily 
dealt with by excision and suture in the usual manner. The cervix and 
atrophic uterus were healthy. She slept 12 hours and when next day she 
knew all about it, she was a bit piqued at first, but ultimately very grateful. 

Professor Phillips had no useful views with regard to the aetiology of 
this condition. It most often occurs, he said, in young children or old 
women. Microscopical examination of two of his specimens showed great 
vascular engorgement of apparently normal urethral mucosa. 


In the discussion Mr. Topp (Manchester) described a case in which he 
experienced difficulty in distinguishing between a ureteral prolapse and a ure- 
thral prolapse. 


Miss MuriE_ Keyes (Harrogate) referred to a case she had recently seen 
which she treated successfully by diathermy excision. 


Dr. GEMMELL referred to a case of congenital prolapse of the vesical 
mucosa which he had previously reported to the society which at first sight 
simulated a urethral prolapse. He confirmed Dr. Leith Murray’s observation 
that these cases could be reduced successfully without excision. He thought 
great care should be taken with the diagnosis of cases occurring in women 
during their menstrual life. 


Dr. J. W. Brive (Manchester) showed a specimen of 
MALIGNANT MELANOMA OF THE VULVA. 


He said that he was showing this specimen not only because of the rarity 
of the pathological condition, but also because it was the second case of its 
kind which has come to his notice within eight months. 

The previous specimen he produced at the meeting of this society in 
Sheffield in October 1937, when the pathology and literature were briefly 
discussed, so that on this occasion he confined his remarks to a description 
of the specimen, with a short history of the case. There is a point in 
common in the two cases, in that in each the left side of the vulva was 
attacked and the left inguinal glands were principally affected. 

The patient, Mrs. E. U., 70 years of age, had been married 50 years. 
She was admitted to hospital in February 1938. She had four children, all 
the labours and puerperia having been normal. 

Menstruation had been normal and the menopause occurred at 52 years. 
When Dr. Bride saw her she complained of a blood-stained vaginal discharge 
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for the previous 10 months. There had been progressive loss of weight for 
Iz months. There was no pain. 

On examination there was an extensive black growth on the left aspect 
of the vulva, and the left inguinal glands were much enlarged. 

On the 24th February 1938 he freely excised the vulva and left inguinal 
glands. The patient’s great age and weak state made anything more radical 
inadvisable. He had learned that her present condition is satisfactory. 

The specimen consists of the vulva, widely excised, and the largest of the 
glands removed from the left inguinal region. 

A black growth measuring 1% inches long, 34 inch wide and 3 inch thick 
involves the left labium minus and spreads upwards and inwards almost to 
the urethral orifice. 

The largest of the glands removed is mounted alongside the vulva. It 
measures I inch in diameter and on bisection shows a similar condition to 
the vulval growth. 


Histotocy. (a) Vulval growth.—The usual histological features of the 
tumour are present, as described in his previous case. (b) The Gland. 
There is similar histology, but with increased amounts of melanin. 


Dr. J. W. Brive (Manchester) described a specimen of 
ADENOCARCINOMA CoORPORIS UTERI. 


Cancer of the body of the uterus resulting in such a large growth as in 
this case is uncommon. The treatment of the case previously by radium 
4% years ago is of interest, and Professor Dougal thought might lead to 
profitable discussion. He agreed that from this point of view alone it was 
worth while producing the specimen before the Society. 

Dr. Bride saw the patient, Miss L. C., 63 years of age and nulliparus, 
in April 1938 in consultation with Dr. Prowse. 

Briefly the history she gave was of pain in the lower abdomen, inter- 
mittent in character and becoming worse of late. She was also subject to 
epilepsy. Professor Dougal, on October 30th, 1933, that is four and a half 
years ago, had carried out an exploratory curetting on account of a blood- 
stained watery discharge going on since January of that year. He kindly 
gave Dr. Bride access to the notes which state that nothing abnormal was 
found and 110 mgs. of radium were inserted for 22 hours. 

On examination Dr. Bride found a large firm tumour, mobile and ex- 
tending to the umbilicus. The vagina was almost obliterated and the cervix 
was not to be felt. 

On April 14th, 1938, he performed laparotomy. Apart from a few omen- 
tal adhesions on the upper pole, the tumour was free and total hysterectomy 
with removal of both Fallopian tubes and both ovaries was easily and quickly 
carried out. The patient stood the operation well and her condition six 
months afterwards was still satisfactory. 

The specimen consisted of the uterus and appendages removed by total 
hysterectomy. The uterus was considerably enlarged, measuring 7 inches 


192 


oF 


REPORTS OF SOCIETIES 


from fundus to os, 6% inches between the cornua and 5 inches antero- 
posteriorly. In the region of the right appendages and towards the fundus, 
a malignant-looking growth appeared to have perforated the uterine wall, this 
appendage being involved in the growth. On bisection of the preserved 
uterus antero-posteriorly, the cavity was seen to be distended by a soft 
solid blood-stained material, which was undoubtedly fluid before formalin 
fixation. The posterior wall of the uterus was thinned and no endometrium 
was visible to the naked eye. The anterior wall was thick and infiltrated 
by a malignant-looking growth. A small fibroid could be seen at the lower 
pole of the specimen. 


HisTotocy. Sections had been taken from (a) the external growth, 
(b) through the thick part of the uterus from peritoneum to cavity. Section 
(a) showed definite adenocarcinoma. Section (b) showed the growth to be 
adenocarcinoma infiltrating the wall of the uterus. 


ConcLusions.—(1) The long history made it unlikely that the growth 
was present 4% years previously, unless it was of a very low degree of 
malignancy. (2) The radium probably occluded the os giving rise to retained 
secretions; the intermittent pain was caused by the resulting distension, and 
these factors probably favoured the development of malignancy. 

Dr. Bride hoped discussion might reveal if radium treatment for car- 
cinoma of the corpus uteri was looked on favourably by members. He had 
tried it in a number of cases and had come to the conclusion that it was not 
satisfactory. He asked if it were a good method of treatment for cases of 
metropathia or was hysterectomy preferable? 

In the discussion Professor DouGat confirmed that there was no sign of 
carcinoma when he performed the initial curettage. 


Mr. Mapas (Liverpool) considered the cancer may have been present 
four years before the operation and referred to cases he had seen of recurrence 
of cancer in the body of the uterus after the treatment of carcinoma of the 
cervix by radium. 

In reply, Dr. Bride discussed the difficulties experienced in the diagnosis 
of carcinoma cervicis and disagreed with Mr. Malpas’s view. He thought 
the radium may have led to the growth and thought there was a danger 
in its use in some cases of menopausal bleeding. 


Mr T. F. Topp (Manchester) read a paper on 


REcTAL ULCERATION FOLLOWING IRRADIATION. TREATMENT OF 
CARCINOMA OF THE CERVIX. 


He described the incidence, symptomatology, pathology, complications, 
and treatment of rectal reactions, occurring as sequelae to irradiation treat- 
ment of carcinoma of the cervix as carried out contemporaneously. The 
material studied at the Christie Hospital and Holt Radium Institute, Man- 
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chester, during the tenure of a research fellowship. Interest was aroused 
because of the frequency with which these reactions were not recognized, 
several cases having been referred after previous radium treatment elsewhere 
for further radiation of a reaction misdiagnosed as a rectal carcinoma. The 
literature was very paltry: reactions had been seldom reported, and no- 
where was the pathology described. 

Rectal reactions may be early, as acute procitis, or late, as chronic 
ulcers with distinct resemblance to rectal cancers. His personal experience 
extends to 34 chronic rectal reactions in approximately 800 treated cases. 

Morphologically chronic rectal reactions assume one of two types. The 
first is a lesion restricted to the anterior rectal wall, usually at the level of 
the cervix uteri, and forming a mobile ulcerated mass some 3 to 5 centi- 
metres in diameter and resembling an operable carcinoma. The second con- 
sists of reactal ulceration similarly situated, but accompanied by gross 
peri-rectal induration, and the formation of a hard fixed mass enveloping 
the rectum, anchoring it to the sacrum, and resembling advanced inoperable 
cancer with extensive extra-rectal spread. 

The onset is usually six to nine months after treatment. The symptoms 
are tenesmus, malaena, and, often, severe pain. The prognosis varies with 
severity of the reaction, and the type. Spontaneous healing is the rule, but 
stenosis may occur and require colostomy. 

The aetiology was discussed in detail. Two factors are proven: that of 
local accidental over-dosage as happens when the radium applicators slip and 
approximate to the rectum in the posterior fornix, and that of retroversion, 
which allows the intra-uterine applicator to project against the rectum. An 
original hypothesis is submitted suggesting the main result of general high 
dosage. The pathology was studied in cases coming to autopsy (only one 
such case was recorded) and rectal ulceration was shown to be due to 
mucosal necrosis. The peri-rectal mass was composed of non-vascular fibrous 
tissue histologically showing widespread vascular occlusion and marked 
endarteritic changes. The incidence of these reactions is much less in patients 
in good condition. 

The treatment of chronic reactions and their complications was described. 
An original contribution was made in the performance of pre-sacral neurec- 
tomy in four cases for relief of pain and acceleration of healing. The 
rationale of this was discussed, namely its vasodilator effect. 

A review of the whole subject suggests several prophylactic measures 
whereby incidence of reactions could be decreased without minimizing the 
effective dosage, particularly nursing the patients in the prone position and 
the use of vaginal applicators of a size appropriate to the vaginal capacity 
of each case. 

The Vice-President, Dr. J. W. Bride, complimented and thanked Mr. 
Todd for his paper, which was a very valuable contribution to our know- 
ledge of one of the most serious complications of radium treatment of car- 
cinoma of the cervix. 


Mr. Mapas (Liverpool) considered the work Mr. Todd had done was of 
prime importance. He inquired how the speaker dealt with cases in which 
the vaginal vault was so narrowed and fixed by growth that it was not 
possible to irradiate the growth effectively with touching the anchored pos- 
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terior wall and the rectum anchored to it. He did not think all these 
reactions could be ascribed to vascular lesions alone as the speaker claimed. 
In some cases he thought the lesion round the rectum was due to a slow 
productive fibrosis due to local persistence of cancer cells. 


Mr. J. E. Stacey agreed with the previous speaker that some of these 
reactions were really recurrences. He thought the main thing in their avoid- 
ance was the reduction of the dosage as much as possible compatible with 
dealing with the growths effectively. He advocated the use of intrathecal 
alcohol injections to relieve pain. 


Dr. A. A. GEMMELL (Liverpool) raised the question of the value of alcohol 
intrathecal injections for the relief of pain. In his experience sigmoidoscopy 
showed little reaction or no immediate reaction in the rectal mucosa to 
radium treatment. He inquired of Mr. Todd what degree of secondary 
anaemia should be taken as indicating postponement of radium treatment 
in cases of carcinoma carvicis. 


Mr. Witt1am GouGH (Leeds) recommended the use of bismuth gauze in 
packing the vagina. 


Professor DouGat described a case which had received an overdose of 
radium eight years ago and still had an irreparable recto-vaginal fistula 
without evidence of recurrence. He emphasized the dangers of over-dosage. 

In replying to Mr. Malpas’s remarks, Mr. Todd considered that the cases 
with a narrow vaginal vault should be dealt with by using a different type 
of applicator, adapting the quantity of radium proportionately to the vault. 
He did not agree that the lesion, in the majority of extrinsic rectal reactions, 
was due to fibrosis enveloping active malignancy in the middle of the peri- 
rectal mass. His arguments for this were that resolution tended to occur 
in the majority of the cases which he had personally observed, and that in 
the three cases in which post-mortems had been obtained, serial sections 
from the perirectal mass had failed to reveal the presence of any malignancy. 
In his opinion, endarteritis was the only pathological lesion present in most 
cases. 

In answer to Mr. Stacey’s comments, Mr. Todd stressed the point that 
the site of ulceration was actually the region which received the highest 
dose in the ordinary radium layouts. He agreed wtih Mr. Stacey about the 
importance of lessening the local dosage in the vagina. He disagreed with 
him about using intra-thecal alcohol injections for the relief of pain in these 
cases in view of the fact that such injections were followed by degeneration 
in the spinal cord and adjoining nerve roots, and should never be used ex- 
cept in the presence of definite malignancy; and in his opinion, in the bulk 
of these cases malignancy was not present. 

In replying to Mr. Gemmell regarding the use of skiagraphy with a 
Heyman technique, he thought that it would be essential to take a film 
immediately after treatment and remove the applicators if they had slipped. 
Regarding sigmoidoscopy during treatment, he agreed with Mr. Gemmell 
that beyond some mucosal oedema and occasionally a fibrous flakiness, no 
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characteristic changes were seen. Regarding the condition of the blood 
before treatment, he thought it essential that the red blood-cells should be 
3,000,000 and the haemoglobin over 50 per cent, but it was probably better 
to build up the red blood-count to 4,000,000 and the haemoglobin to 70 per 
cent before instituting treatment. 
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THE ROYAL ACADEMY OF MEDICINE IN IRELAND 


A meeting of the Section of Obstetrics of the Royal Academy of Medicine 
in Ireland was held in the Royal College of Physicians on Friday, November 
4th, 1938. The Master of the Coombe Hospital, Dr. R. M. Corset, in the 
absence of the President, occupied the Chair. 


Dr. A. W. Spain showed 
A SOLID OVARIAN TUMOUR CAUSING UNUSUAL SYMPTOMS. 


The patient, a woman 56 years of age, had symptoms of intestinal obstruc- 
tion. A solid, hard and nobbly tumour was impacted in the pelvis. Before 
the abdomen was opened Dr. Spain thought he was probably dealing with 
a malignant ovarian tumour. There was no free ascitic fluid in the abdomen. 
The tumour filled the whole of the true pelvis. There were only a few light 
adhesions binding it down in the region of the rectum and the pouch of 
Douglas. The whole uterus and both ovaries were removed. The first 
symptoms which had appeared were symptoms of intestinal obstruction, and 
the pathological report on the specimen was that it was a fibromyoma. He, 
Dr. Spain, believed that pathologists said that fibromyomata never occur in 
the ovary, but he thought that his specimen was a fibromyoma. 


Dr. G. C. DockERAy said that Professor Schiller was of opinion that as 
there was an absence of muscular tissue in the ovary these tumours were not 
ovarian at all. He thought that they arose from the ovarian ligament. 
Dr. Dockeray did not think that pure fibromyomata of the ovary would give 
rise to ascites. 


Dr. R. M. Corset said that this was a very interesting exhibit. He 
himself had not had any experience of fibromyoma of the ovary, but he 
would have expected to have seen a small nodular tumour. He was interested 
to hear Dr. Spain say that he suspected the case was malignant and that he 
then opened the abdomen. He would like to call special attention to this, 
because he had frequently seen cases diagnosed as malignant ovarian tumours 
and regarded as probably hopeless, which had been found not to be malignant 
at laparotomy. A diagnosis of malignant tumour of the ovary should not 
be made unless the surgeon had at least some part of the tumour actually 
in his hands. In a case in which the diagnosis, made before operation, of 
malignancy proved correct, little harm is done by the operation. He was 
interested to hear that this patient had had no ascites. 


Dr. NINIAN FALKINER said that some years ago he had had a case very 
similar to this one, except that the tumours were bilateral. He asked Dr. 
Spain if such tumours were usually bilateral. 
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Dr. Spain, in replying, said that the diagnosis of malignancy of solid 
ovarian tumours, or of pelvic tumours, should never be made until the 
abdomen had been opened. In a case such as the present one, the patient 
could be completely cured. In this case the intestinal obstruction had cleared 
up and the patient had since been quite well. Professor Schiller said that 
these tumours arose from the ovarian ligament. No ovarian tissue could be 
found in this case. There was no particular reason why the tumours should 
be bilateral. In a case such as his present one, there did not seem to be 
any evidence of fibromyomata growing in the usual place, i.e. in the uterus. 


Dr. W. R. F. CoLtis read a paper on 
BLoop TRANSFUSION IN INFANCY AND CHILDHOOD. 


The first part of the paper consisted of an analysis of 102 consecutive 
cases, 64 being infants, 38 being older children. In the first group he laid 
particular stress on the importance of transfusion in the neonatal anaemias, 
which include icterus gravis, haemolytic anaemia and secondary anaemia 
due to meleana neonatorum, and other conditions. He found that trans- 
fusion was often life-saving in these cases. In acute infections he had not 
found transfusion to be of any great help, but in chronic infection, particu- 
larly when, as is usually the case, it is associated with anaemia, improvement 
had been noticed following its adoption. This was particularly noticeable 
in marasmus associated with empyema in older children. Dr. Collis then 
went on to discuss methods. He considered that the direct method in which 
the blood was passed direct from the donor to the baby without citration, 
was less likely to cause reactions and was more beneficial than the indirect 
citrate method. He then went on to describe the technique which he had 
adopted at the Rotunda Hospital and the National Children’s Hospital. This 
consisted in the use of a Soresi 2 cubic centimetres transfusion syringe, as 
supplied by the Modern Surgical Supply Company, Brooklyn. 


Dr. NINIAN FaLkINER then showed a colour film showing the whole 
technique as carried out by Dr. Collis. The film showed the method 
in detail. 


Dr. CoLtis stated that it was extremely simple once the technique 
had been learnt, indeed that he had managed to transfuse three babies, all 
under 5 lbs in weight, from a single donor, the whole procedure taking only 
35 minutes. 


Dr. R. E. STEEN congratulated Dr. Collis on having introduced this pro- 
cedure into Dublin, and said that he himself had never done it until Dr. 
Collis had brought it to his notice. He had now done about 20 cases. He 
thought the technique of introducing the needle into the vessel was quite 
difficult. It was difficult to be certain of the value of transfusion in some 
conditions, while in others one could be absolutely certain of its value. In 
haemophilia it was undoubtedly very good; it was also good in meleana neo- 
natorum. In these cases the missing factor was supplied by transfusion. In 
icterus gravis transfusion could also be of definite value. In the secondary 
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anaemias in which the red blood-cells were not reduced, but the haemo- 
globin was, he thought that iron was better than transfusion. In certain 
cases in which the red cells were more reduced than the haemoglobin, trans- 
fusion might be suitable. In septic cases transfusion was certainly not of 
value. In marasmic children it could be tried, but he was not satisfied that 
it did help. It should always be remembered that there was a slight risk 
from transfusion. Overloading the right heart was a problem which had to 
be considered. Relieving the cardiac condition in cases of cardiac failure 
was a recognized procedure; in these cases venesection was used as a method 
of treatment instead of giving blood. 


Dr. G. C. DockeERay said that in very young children blood grouping did 
not matter. He thought a Wassermann test should always be done before 
any donor for a transfusion was chosen. A recent report stated that in the 
Mayo clinic six cases of syphilis had been transmitted by transfusion. The 
donor should also be asked if he was sensitive to any foodstuff, as such 
sensitivity could be passed on. In Dublin they were very fortunate in having 
a group of blood transfusion donors. The donor’s serum should also be 
tested against the patient’s corpuscles; this caused difficulty if it"was neces- 
sary to do a transfusion at a distance. 


Dr. Ninian FALKINER, referring to the technique of this procedure, said 
that Dr. Collis had asked him to go to the Children’s Hospital and take the 
film which he had shown that evening, and he had done so. He was only 
in the hospital for 40 minutes, which showed how quickly Dr. Collis worked 
and how little difficulty he found in carrying out the procedure. 


Dr. A. E. AprHorre said that he had learned the method of transfusion 
from Dr. Collis, and had now done seven transfusions himself. The method 
was not very difficult to learn. It was, however, absolutely necessary to have 
really good assistance. It was definitely necessary to have at least two and 
possibly three assistants who knew exactly what the method was and how 
it was done. On account of this, it was a method which could be used only 
in a children’s hospital where every facility was available. 


Dr. A. W. Spain, in congratulating Dr. Collis on his paper, said that he 
would like to thank Dr. Falkiner very specially for his very beautiful film. 
He himself had no special knowledge of the subject of transfusion in infants. 
He had been impressed with the apparent simplicity of the method described 
by Dr. Collis, but felt that it was probably not quite so simple as he had 
made out. He was glad Dr. Steen had issued a warning about not using 
transfusion in every case, as he thought there were many conditions in 
which it would be of very doubtful value and might be harmful. In one case 
Dr. Collis had said that the donor’s systolic blood-pressure was 86 mm. Hg. 
He asked how Dr. Collisg¥ad regulated the blood-pressure to be so low as 
this when he was taking the blood. 


Dr. R. M. Corset said that in cases of sepsis transfusion was a two- 
edged sword. Four film stars had died after it, their illnesses being appen- 
dicitis, peritonitis, transfusion, death. He had known of a case of 
appendix abscess, in which after operation the patient was progressing 
slowly when it was thought that a transfusion would help. A transfusion 
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was given, and in 12 hours the patient was dead. He had no doubt that 
there were some cases in which transfusion was absolutely life-saving, such 
as cases of uterine infection in which the infection was accompanied by the 
most profound and rapidly increasing anaemia and in which septicaemia 
was not present. He had seen three cases in which the anaemia was so 
bad that he was afraid even to examine the patients or do anything at all 
with them. He had also seen cases in which any movement produced tachy- 
cardia. In these sorts of cases transfusion made a great difference. In any 
patient who had septicaemia it was necessary to be very careful about trans- 
fusion, not only because it might do harm but because it was not always 
easy to obtain compatible blood, especially in cases of infection with the 
streptococcus viridans. In cases of blood infection it was necessary to take 
the most particular precautions. 


Dr. CoLtis, in replying, said that transfusion should not be used as a last 
resort as it very often was, just as oxygen was administered as a last resort. 
In cases of rapidly advancing anaemia due to sepsis, transfusion was of great 
help. It should however always be remembered that it was not a thing 
to be done on every possible occasion. Fewer children were transfused in 
Dublin than anywhere else. This was because the technique was rather 
difficult. In certain cases transfusion in children was of the very greatest 
value. The blood would not come out of the vein when the needle was put 
in unless the child was a big child. In a baby weighing 3 or 4 pounds 
it would not do so. The team of people in the Rotunda Hospital worked 
so well that recently three children of less than five pounds in weight had 
been transfused in less than 30 minutes, from one donor. With experience 
it really was not difficult to pick up the vein. The procedure was not as 
difficult as people made it out to be. Transfusion was of the very greatest 
value in the haemolytic anaemias of the newborn. The results had been so 
good in these cases that they had felt compelled to do more transfusions at 
this age than at any other. In the general group of septic cases, transfusion 
was not of any use except as an adjunct to other treatment. The baby had 
to be anaemic if transfusion was to succeed in cases of marasmus. It was 
not easy to do controls in these cases, in fact it was impossible to do them 
at all in the proper sense of the word. He had repeatedly seen great 
improvement follow transfusion in cases in which the child’s vitality was very 
low. There was no great likelihood in Dublin of transfusion ever being over- 
done. In the ordinary maternity hospital not nearly enough transfusions were 
done. He felt that it was necessary more definitely to organize the whole 
question of pediatrics not only in connexion with transfusion but in con- 
nexion with the maternity hospitals. It was only by the maternity hospitals 
taking charge of the infants during the neonatal period that it would be 
possible to reduce the infantile mortality. . 


